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PORTABLE SURGICAL LIGHTING 
.. A Wartime Convenience. . 


The easy portability of the Surg-O-Ray fixtures, and the fine 
type of surgical illumination they provide, make them un- 
usually adaptable to hospital work under today’s conditions 
when the installation of the more elaborate equipment is 
restricted by government regulation, and when equipment 
must be extended to meet as many needs as possible. Surg-O- 
Ray fixtures are easily moved from room to room, or from 
floor to floor, as may be required, giving excellent service ona 
full time basis. 


A complete bulletin illustrating and describing Multibeam 
and Surg-O-Ray lights will be gladly mailed on request. 
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The Future of the Voluntary Hospital 


JAMES A. HAMILTON 


President American Hospital Association 


war makes an impact upon the norms of life 

which may be said to be revolutionary in 
character. Hospitals are beset with problems 
which appear at times insurmountable. Forces of 
circumstance necessitate our making changes 
uncontemplated in the immediate past. 


Te war is a great social disturber, and total 


Will war-born changes endanger the lasting 
value of the voluntary hospital to the community? 
Will the war prevent us from following what we 
believe to be the democratic way? 


There are responsible people who prophesy the 
doom of the voluntary hospital and doubt whether 
any of the voluntary hospitals will be left at the 
close of the war. They contend we are at the cross- 
roads of the health system and that the new road 
means a complete elimination of the voluntary 
hospital system. 


No one is wise enough, least of all I, to foretell 
the future with accuracy. However, I believe we 
can face it with a considerable degree of courage 
because of the fundamental truths which social 
philosophers* have repeatedly urged us to keep 
in mind, namely: 


Social reform continuity—What is likely to hap- 
pen in ten years is now happening. There are no 
absolute breaks in history. History doesn’t go 


*Lindeman. 
.From President Hamilton’s address before the Tri-State Hos- 
pital Assembly in Chicago, May 6, 1943. 
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along to a certain point, stop and then start again 
on an entirely new course. The change is continu- 
ous even though the tempo may be speeded up and 
the direction radically changed, depending upon 
the pressures to bring it about. The way to dis- 
cover the future is to analyze the past and the 
present. 


Those with limited vision say: “Let us win the 
war first and then begin to talk of peace and the 
post-war world.” This is a grievous error. Before 
the war is finished, we must have committed our- 
selves to the kind of peace we desire. War does 
not create any new health problems. It merely 
accentuates old ones. The best formula with which 
to think clearly of the war is to think also of the 
peace. 


If, as a result of the war, the voluntary hospi- 
tals are destroyed, this country to that extent will 
have abandoned a definite element of democracy 
and will have taken a long stride toward totali- 
tarianism against which we are fighting. The 
institution of hospitals is an integral part of the 
democratic course of life. 


Human history is organic. Things do not just 
happen of their own accord. They happen because 
people want them to happen. If we desire some- 
thing to happen and do something about it pro- 
gressively, earnestly and_ intelligently, then it is 
likely to happen. If on the other hand, others 
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desire another objective and work toward it while 
we sit about and do nothing, then their objective 
is apt to be achieved rather than ours. 


If leaders in the hospital field say that there is 
no future for the voluntary hospital agencies, then 
by that very affirmation they are helping to bring 
about that which they fear. 


Those responsible for interpreting the voluntary 
hospital to the public must now make an impor- 
tant decision. They must recognize the need to 
adopt a realistic attitude and must protect its sur- 
vival value by re-examining its status in the light 
of a radically changed world. 


Public Education Needed 


It must not be assumed that the public will 
traditionally support their existence. The truth is 
that the people in our country hardly begin to 
understand the fundamental concepts of the hos- 
pital as an agency of public health. This past sup- 
port is more apt to be the fruit of their instinctive 
sympathy for those who suffer, rather than a 
comprehension of the technical approach to the 
alleviation of human suffering. 


Every war measure we present must include a 
sense of direction with respect to a health pro- 
gram after the war. The people must be concerned 
as to whether the new measures seriously affect 
hospitals as a health agency and be able to have 
some idea of how these will affect their health 
and that of others within their community if 
it effects a change in that health agency. A demo- 
cratic society cannot abandon all private enter- 
prise. It must remain pluralistic—otherwise it can 
no longer claim to be democratic. 


If we believe that private, nonprofit hospitals 
should exist, then we must also state very clearly 
to our communities the purposes which they 
should serve. Wise are the boards of trustees who 
are reviewing the reasons for their creation and 
attempting to determine whether the hospital as 
it now exists is meeting the requirements of the 
community. 


Moreover, we cannot continue to say that vol- 
untary hospitals must be conserved in the interest 
of democracy and then operate these private 
institutions undemocratically. If the people finally 
consent to the abolition of the voluntary hospi- 
tals, it will be because they have ceased to believe 
that these institutions serve their needs or because 
they have come to believe that voluntary hospi- 
tals are not in reality on democracy’s side. 


Fear is no remedy. Pessimism is a sickness. 
Doubt and hesitancy will dissipate the remaining 
courage. The situation. requires audacity, but 
audacity which springs from faith and integrity and 
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which results in conviction and action based on 
long-range planning. 

Many serious problems beset our hospitals 
immediately and still greater ones are in the offing. 
Their solution will require the most searching 
self-analysis, the most intense inspection of the 
institution to determine what is fundamental and 
indispensable, and what is not. It is profitable to 
assay, in the penetrating light of wartime values, 
the luxuries which have accumulated over the 
years and determine which increments are tan- 
gible to our main purposes. 


The challenge is great and the opportunity 
exciting. The long-established habits of traditional 
thought must be reconsidered. Nevertheless, it is 
my heartfelt belief that if we now adopt and 
carry through a realistic and courageous program, 
we shall emerge from the war years stronger than 
when we went in, freed from accumulated weak- 
nesses, and possessed of new sources of strength. 
Then we shall be in an assured position to take 
up our larger responsibilities in the post-war 
world. 


But before we can enter on that era of height- 
ened usefulness, the hospital must justify itself 
during the present crisis by acceptance of the 
theory of change, by a re-channeling of its think- 
ing to produce broad interest, clear vision, and 
flexible mind. If we are to fulfil our public trust, 
the hospital must be re-defined in the light of new 
responsibilities in community relationships. 


This is a testing time. Eternal basic loyalties 
must come back new and fresh and strong at times 
like these, if the voluntary democratic system is 
to survive. 

Current Trends 

Let us examine a few of the trends which may 
affect the hospital service of this future period to 
gain an understanding. 


First—Trends associated with an increase in 
demand for hospital service: An extensive aware- 
ness of individual health and the advisability of 
its maintenance has been the result of many years 
of health education. This has evidenced itself in 
a rapidly increasing demand for hospitalization 
which is now utilizing the whole capacities of 
available facilities, and which gives no indication 
of retardation in spite of any economic or political 
barriers. 


Accompanying this demand is a sophistication 
which displays a feeling of ownership with 
inalienable rights and privileges in the facilities and 
skills available. Acquiring a new experience by 
repeated contacts, the demand has adopted a criti- 
cal attitude which is awed no longer by an appre- 
ciation of unfamiliar mystery; which no longer 
accepts hospital service because it exists; and 
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which no longer is confined to the acceptance of 
the hospital care of a given community, but which 
many seek satisfaction elsewhere within the state 
or nation. 


Likewise, there is dawning upon the more intel- 
ligent persons who demand hospitalization a cog- 
nizance of the fact that they are unable to make 
a sagacious selection of the producer of hospital 
care. Their tendency is to turn to other agencies 
for counsel or to join with other consumers in 
deputizing a representative organization to make 
this selection in their behalf. 


Second—Trends associated with integration of 
health services: Following an era of multiplica- 
tions to furnish partial phases of health service, 
the necessity for greater integration has devel- 
oped. The day is passing rapidly when adequate 
health service, sufficient to satisfy the critical 
demands of the consuming public, can be furnished 
by a disjointed conglomeration of health agencies 
as they now exist. 


There is no more place for the theory of isola- 
tionism in the field of health than there is in poli- 
tical and economic realms. 


It has been recognized generally that for best 
results, related services should be coordinated 
under a single directing authority. This integration 
of intimately related units, it is felt, can be best 
secured by the development of a program based 
upon the hospital as the medical center. 


As the medical center of the future, provisions 
for every form of prevention and treatment will 
be assigned to varying professionally classified 
hospitals, the activities of which will be coordi- 
nated within geographical health areas. — 


Associated with these trends and incapable of 
being completely avoided, in spite of the econom- 
ics of coordination, has been a steady and contin- 
uous increase in the cost of health care to a point 
beyond the immediately available means of a large 
section of the population, and undoubtedly beyond 
the capacity of the sick to bear alone. 


Third—Trends associated with the social secur- 
ity of the worker: Searching for social security, 
there is a greatly augmented mass effort which be- 
lieves that true security is to be found in social 
solidarity, rather than isolated individual effort. 
Within the hospital field there is growing evi- 
dence that some employees believe present per- 
sonal abuses can be eliminated and their own 
security can be acquired by joining such group 
action. Moreover, they appear willing to accept the 
accompanying regimentation with surprising con- 
tentment. 

This trend has evidenced itself in general labor 
by strong labor unions, a labor monopoly, high 
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wages although not necessarily a larger share in 
production gains, unemployment insurance, old 
age pensions, shorter hours, etc. 


It is becoming evidenced in the field of hos- 
pital service by the demand for shorter hours, 
irritation at paternalistic practices of hospital 
management, search for emancipation from social 
restrictions associated with immaturity and board- 
ing school life, a desire for a cash salary which 
affords comparison with compensation in other 
fields and permits greater individual freedom of 
action, and the necessity for definitive personnel 
relations which consciously build morale by a true 
integration of interests. 


Fourth—Trends associated with a greater cen- 
tralization of government control: Political power 
has shifted from the middle-class property owner, 
whose respect for the doctor was maintained by 
intimate and frequent contact in common social 
endeavors, to the economically lower class labor 
group whose contact is less frequent by force of 
numbers and whose intimacy is impeded by bar- 
riers of economic and educational levels. 


Greater dependence upon and greater central- 
ization of government by which has been aptly 
described by Kiplinger as “a self perpetuating sys- 
tem whereby a bloc of citizens, nurtured by money 
from Washington, tie themselves to government; 
the government nurtured by votes of this bloc, 
ties itself to them.” Thus, government welfare is 
heading toward state socialism. 


Association Program 
In an attempt to meet wartime problems as they 
have presented themselves in the light of these 
trends, the hospital administrator finds that their 
creation stems from national sources outside his 
local control, and that their solution must be 
secured primarily on a national level. 


If space permitted, I would like to discuss in 
detail the activities of the American Hospital 
Association through its headquarters and its new 
Washington Service Bureau as it met the prob- 
lems and secured their alleviation through the 
War Manpower Commission, the War Production 
Board, War Labor Board, Office of Price Admin- 
istration, United States Public Health Service, and 
the like. These discussions have been presented 
elsewhere. Instead, let me touch briefly on a few 
other broader aspects of the program. 


Our Association will endeavor: 


To establish a commission consisting of leaders 
from government, public, labor, industry, medical 
and hospital fields to develop a program for hos- 
pital care that will recognize the change in eco- 
nomic and social conditions while at the same 
time preserve the best of the past and assure the 





15 








people quality of care sufficiently adequate for the 
public good. 


A special committee of the Association has been 
attempting to create such a commission on a vol- 
untary basis with the financial support of several 
foundations. To date, the committee reports prog- 
ress with continued hope of accomplishing the 
desired end. 


At the same time, three separate endeavors in 
government circles are directed toward a similar 
end, primarily to coordinate government activi- 
ties within this realm, but with a definite objec- 
tive of coordinating civilian activities as well. 


For the most part these endeavors are in pre- 
mature stages of development, and your Associ- 
ation is counseling with the agencies involved to 
the end that the most intelligent use of civilian 
counsel can be secured. 


To take an active part in the greater develop- 
ment of initial understanding, respect, and soli- 
darity among the peoples of North and South 
America. The Inter-American Hospital Associa- 
tion has been established. An executive secretary, 
at great personal sacrifice, has begun a program of 
interchange of scientific data with the Central and 
South American countries. At the present time, 
definite plans are underway by this Association to 
organize institutes, with the cooperation of the 
American Hospital Association and the American 
College of Hospital Administrators, to be held for 
hospital administrators of the associated regions 
in the near future in Mex:co City, Mexico; in 
Lima, Peru; and in Rio de Janeiro, Brazil. 


To foster under the direction of the “Bishop 
Resolution,” a closer relationship between hos- 
pitals and Blue Cross Service Plans to the end that 
they may accentuate their programs of expansion. 


If every American is to have an opportunity at 
all times to avail himself of adequate hospital 
service—and to pay for that service in a demo- 
cratic, self-reliant way — group - hospitalization 
plans must become available to everyone. While 
plans have done an excellent job in making hos- 
pitalization available to persons in populous 
industrial areas, much remains to be done to make 
it available to persons not employed in groups of 
ten or more, to farmers, and to rural groups gen- 
erally. Consideration should also be given to mak- 
ing the service available to medical indigents with 
local governments paying through the plans for 
the cost of such care. 


If the voluntary, nonprofit Blue Cross Plans are 
to serve the public need, they must be available 
everywhere. Every effort must be spent toward 
the development of plans in those states not now 
served by them. 
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A way must be found whereby Blue Cross Plans, 
with the support and participation of hos- 
pitals, can offer complete hospital service rather 
than a restricted service with many limitations 
and exceptions. 


Plans operated on a nonprofit basis must become 
more sensitive to what is needed and desired by 
the public and not only to what we may believe is 
best. The first purpose of both plans and hospitals 
is to meet the public need rather than to operate 
primarily as successful business enterprises. 


Hospital plans and medical society plans must 
seek a common ground for closer coordination 
whereby hospital and medical care can be offered 
to the public in one package. 


Cooperation Essential 


None of these developments can be achieved 
without a closer cooperation between hospitals 
and plans than that which now exists. Plans offer 
hospital service and this can be done only with 
the approval and consent of the hospitals. Plans 
must recognize hospital problems and develop 
their activities accordingly. 


Hospitals must recognize the necessity of the 
development of hospital plans as a means of 
understanding and striving to meet the needs of the 
public in its relation to the purchase of hospital 
service. Hospitals must strive in every way to 
further development of hospital plans as a means 
of extending the assurance of a continued volun- 
tary hospital system. 


To these ends, your Association has conducted 
an active campaign toward a greater understand- 
ing of hospitals and plans; toward: the enlarging 
and revitalizing of the approval committee; toward 
the creation of a forward movement of plans to 
meet the community needs and the ironing out of 
those difficulties which stand in the way of such 
an achievement; toward a closer and intimate 
coordination with the Hospital Service Plan Com- 
mission to improve the operation of all hospital 
plans. It is pleasant to report that much progress 
has been made in these endeavors. 


The most immediate danger to such develop- 
ments has been the proposals for the expansion of 
federal social security to include institutional hos- 
pital care in a compulsory system as promoted by 
the Green Bill. 


Your Association is committed to vigorously 
opposing the adoption of such a compulsory sys- 
tem, because it believes it seriously endangers the 
inherent values of the voluntary system, which 
we believe are vital toward furnishing the people 
of the country the quality of hospital service they 
expect and require. 
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If we believe that the values of the voluntary 
hospital system are vital, then we must take an 
aggressive, positive and intelligent action to that 
end. We must be willing to expect that with the 
best of intentions, we shall be misunderstood as to 
protecting vested interests. 


This can only be allayed by the democratic and 
broad community approach which we must make 
through such action. We can be sure that results 
will not be obtained by presumptive, inevitable 
conclusions, selfish or indifferent efforts. 


Moreover, it takes more than physical endur- 
ance, more than personal grit, to win. It takes 
team fortitude. That is, forebearance, charity and 
loyalty to the fellow who is doing his best on our 
side, even when it seems he is letting us down.* 
In this battle to preserve the health of our people 
we should have team fortitude toward a neigh- 
borly hospital, toward our allies the Blue Cross 
Plans, toward our associated professional organi- 
zations in medicine and in nursing, and toward 
the leaders in our own group of state, regional 
and national hospital associations. 

Let us learn a lesson from history, from the uni- 


fied, well-conducted winning athletic teams and 
from the well-disciplined armed forces. Only with 


such fortitude can we hope to win the battle. 


against those forces whose well-intentioned actions 
may destroy the fundamental values which we are 
attempting to preserve for the people of our com- 
munities. 


As one travels up and down the east or the west 
coast during the current dim-outs, he is impressed 
that as the lights of the earth grow dim, the lights 
of the stars of the heavens grow brighter. As the 
incandescent barriers to the beauties of the heav- 
ens are eliminated, one sees more clearly the reali- 
ties of the wonders of nature. If it is black enough, 
one can see the heavenly light very clearly. 


So it seems with the present period of hospital 
problems. As we have been forced by war effort 
to eliminate the frills and incidentals of hospital 
operation which but a few months ago seemed so 
important, we begin in these dark and trouble- 
some days to see those elements of our operation 
which are of real and lasting value. With our feet 
on the ground and our eyes directed toward the 
stars, we begin to get a new vision of our proper 
function in community life. 


We are not going to meet our problems by peti- 
tioning legislative bodies, nor by a subsidy, nor 
by grumbling or discontent, but by a will-to-do. 
Moreover, that will-to-do must be supported by a 
fundamental desire to sacrifice-to-do. Nothing will 
ever help the hospitals who cannot feel these, but 
nothing will ever stop the ones who do. 


*Leavitt. 
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Trained Help From 
Relocation Centers 


“During the present crisis in hospital personnel,” 
says a statement from the Chicago office of the War 
Relocation Authority, “one potential labor market 
should not be overlooked. That is the pool of quali- 
fied people confined to ten Relocation Centers.” 


Among these are physicians, nurses, laboratory 
technicians, x-ray technicians, pharmacists and 
persons qualified for the service occupations. The 
statement continues: 


“The leave procedure employed by the Authority 
involves a detailed investigation of the background 
and employment history of each evacuee who 
applies for permission to leave the Center to take 
up residence in those areas open to the Japanese. 
Files of the Federal Bureau of Investigation and 
the Naval and Military Intelligence are examined 
to insure that the evacuee has had no connection 
with any subversive organization, and that his 
activities have never been questioned. 


“Seventy per cent of the evacuees are American 
citizens. Numerous placements have been made in 
the Chicago area, and the service given has been 
extremely satisfactory. Among hospitals in the 
Chicago area now employing evacuee personnel 
are St. Anne’s, Michael Reese, Mount Sinai, 
Walther Memorial, Silver Cross at Joliet, Sherman 
Hospital at Elgin, and others. 

“Offices of the War Relocation Authority are 
maintained in Chicago at 226 West Jackson Boule- 
vard (telephone ANDover 3600) and in Peoria and 
Rockford. Elmer L. Shirrell, head of the Chicago 
office, was formerly director of the Tule Lake 
Relocation Center in California. 


“No placements are made until it is ascertained 
that sentiment is favorable in the community and 
in the particular institution. There have been no 
unfavorable incidents in any of the institutions 
where evacuees have been employed. 


“The relocation program has the express approval 
of the president, War Manpower Commissioner 
McNutt, Attorney General Biddle, and other high 
Washington officials. Cooperation in this program 
will help to solve a very vital national problem. 


“It is anticipated that directors of hospitals, in 
their capacities as social leaders, will be particu- 
larly energetic and will take leading roles in sup- 
porting the relocation effort, as was the case in the 
placement of European refugees. 

“Hospitals interested in the employment of 
evacuees are asked to communicate with the War 
Relocation Office in the area where their institu- 
tion is located.” 
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N SUNDAY night, May 9, Dr. J. H. Grose- 
(5 close performed his last public service and 
his last task as administrator of Methodist 
Hospital, Dallas, Texas, when he presided at com- 


mencement exercises for the 1943 graduating class 
of his School of Nursing. 


At the close of the program, 
which taxed his tired heart, he 
started home in his car accom- 
panied by his wife and a nurse. He 
had driven but a short distance 
when he suffered a heart attack 
and death came before he could 
arrive at the hospital which he 
had built and served with an un- 
failing devotion. 


On that night the Texas Hos- 
pital Association lost one of its 
stalwarts. The American College 
of Hospital Administrators, of 
which he was a Regent 1939-1943, 
lost one of its best friends, The 
American Hospital Association 
lost one of its new trustees and 
one of its most universally hon- 
ored and respected members. 


Doctor Groseclose was born at Burke’s Garden, 
Virginia, November 22, 1876. He received his B.A. 
degree in 1898 at Emory and Henry College and 
entered the Methodist Ministry, in which he was 
successful as pastor and presiding elder until 1922 
when he was honored with a D.D. degree by his 
college. 


In that year he was asked by the Methodists of 
Texas to solicit funds and build a Methodist Hos- 
pital in Dallas. In 1927 he was able to open the 
hospital with 100 beds. It now has 206 beds and 
assets many times those of 1927. It can truly be 
said that he built his own monument. 


He was one of a small group of us who gathered 
in Fort Worth in 1930 and with the help of Dr. 
Bert Caldwell organized the Texas Hospital Asso- 
ciation. In 1937-38 he was trustee and first vice- 
president of that association. In 1938 he was 
president-elect and in 1939 was president. 


Perhaps the greatest service Doctor Groseclose 
gave to the Texas Hospital Association was in 
group hospital service. Upon its organization in 
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Doctor Groseclose Gave Much to Humanity 





J. H. Groseclose, D.D. 


1939, he was elected president and served as such 
until his death, except for a six months’ period, 
when, because of illness, he was relieved of the 
duties by the election of Dr. Lucius Wilson. In its 
early stages much of the burden fell upon him and 
he gave unstintingly of his time and energy. 


He was the father of the Dallas 
County Hospital Council and 
served as its secretary and presi- 
dent and on various important 
committees of the council. He was 
especially proud of the fact that 
the council sponsored in Dallas in 
1940 a most successful Institute of 
the American College of Hospital 
Administrators with the coopera- 
tion of Southern Methodist Uni- 
versity. 


Doctor Groseclose had held a 
personal membership in the 
American Hospital Association 
since 1928 and was a member of 
the House of Delegates in 1942. It 
was at the 1942 convention that he 
was elected a trustee. He told me 
at St. Louis that he felt that honor 
was the crowning feature of his hospital career. 
He served but seven months in that office, but in 
that short time he impressed his fellow members 
with his rare judgment in matters concerning the 
Association. 


In all my association with him in various hos- 
pital organizations and activities, I never knew a 
man who took his work more seriously or who 
more deeply felt his obligation to sick and suffer- 
ing humanity. 


I am sure I speak the sentiments of the member- 
ship of the American Hospital Association when I 
express our sympathy and say to his family and 
to his hospital personnel that we shall miss him 
and shall ever be grateful for his life of unselfish 
service. 


He belonged to that rather exclusive fraternity 
of men who succeed in practical matters without 
ever losing touch with the tenets of sound idealism. 


Robert Jolly, Superintendent of 
Memorial Hospital, Houston, Texas. 
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Medical Manpower and Civilian Hospitals 





MALCOLM T. MacEACHERN, M.D. 


Chairman, Hospital Committee, Procurement and Assignment Service 
Associate Director, American College of Surgeons 


cient number of medical officers. At the same 

time the civilian population must be cared for 
properly. The Directing Board of the Procurement 
and Assignment Service has already rendered 
extremely valuable service in maintaining the 
fairest possible balance between these needs, and 
it has continuing and increasing problems to solve 
as further inroads upon medical manpower in 
civilian hospitals are made to meet military 
demands. It is highly essential that hospitals view 
the situation broadly, and cooperate completely in 
the aim to conserve medical manpower for maxi- 
mum service on both the home and fighting fronts. 
The first step in effective cooperation is to get 
acquainted with the local chairman of the Pro- 
curement and Assignment Service. Once he is con- 
vinced of the conscientiousness with which a 
hospital weighs its requests for deferments and 
other special consideration, he will use his utmost 
influence to have them granted. 


Te armed forces must be provided with a suffi- 


Recently, the Directing Board issued to hospitals 
a directive presenting recommendations relative to 
the assignment and utilization of interns and resi- 
dents for 1943-1944. The hospital committee, after 
thorough consideration of the problems involved in 
supplying interns and residents to civilian hos- 
pitals, made these recommendations to the Direct- 
ing Board, which approved and distributed them. 
The committee members believe these recom- 
mendations to be the best practical course to follow 
under the existing circumstances. They do not 
present a perfect solution for the medical man- 
power problems of hospitals—there could not be 
one under war conditions—but they do constitute 
what is felt to be a fair compromise between mili- 
tary and civilian needs. If the principles are found 
susceptible to improvement after experience has 
been gained in applying them, they will be modi- 
fied. Suggestions will always be welcomed by the 
committee and given the most careful considera- 
tion. 


In the following discussion an attempt will be 
made to cover the outstanding features of the 
recent directive. 
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Consolidation of. Medical Services 


In the interest of scientific thoroughness and 
specialization, we have for years been working 
toward distinct classifications of services in hos- 
pitals. Circumstances now seem definitely to 
demand that this trend be temporarily checked and 
even reversed. In consolidating services, many 
problems will arise, but it is believed that through 
such action there will be conservation of medical 
manpower, which is now sometimes wasted 
through duplication of activities in hospitals by 
the maintenance of two or more medical, surgical, 
or other services. For efficient utilization of attend- 
ing physicians, residents and interns, hospitals 
during wartime should consolidate such parallel 
services into one service. 


It was also felt advisable, in the interest of effi- 
cient utilization of medical manpower, to request 
hospitals to arrange, as far as possible and prac- 
ticable, for re-absorption of clinics in sub-special- 
ties into a general clinic of the parent specialty, 
and to maintain within the structure of the medical 
staff, in both inpatient and outpatient services, 
only such specialties as are recognized by the 
Advisory Board for Medical Specialties.* 


Interns 


Obviously, hospitals will continue to suffer from 
a shortage of interns, notwithstanding the fact 
that under the accelerated medical education pro- 
gram there will be between eight and nine thou- 
sand interns this year, as compared with the for- 
mer number of between five and six thousand. 
The increase is apparent only, not real, since a 
considerable number of hospitals formerly were 
carrying two, and sometimes three-year, intern 
service, and now all are reduced to the common 
basis of one year. Such hospitals must therefore 
have an increased number of first-year interns to 
compensate for the loss of the longer-term resi- 
dents and interns. 


It is also recognized that there continues to be 
an uneven distribution of interns. Freedom of 
choice of the institution for training must still be 





*See page 1373, Educational number, Journal of the American 


Medical Association, August 15, 1942. 
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granted to medical graduates. As long as some hos- 
pitals offer better training than others, they will 
continue to attract more and better interns, and 
the others will not get all they need. There is no 
way by which this can be adjusted so that every 
hospital will have the right proportionate quota. 
The main remedy is for hospitals to raise their 
standards of training, and perhaps to arrange inter- 
change with other acceptable institutions to 
broaden the experience while in training, in order 
to attract interns in more adequate numbers. The 
Hospital Committee of the Procurement and 
Assignment Service has recommended to the 
Directing Board that no hospital shall have more 
interns on July 15, 1943, than it had on duty July 
15, 1940, except in instances in which a marked 
increase in the patient load has been experienced 
since that date, or in which other conditions have 
arisen that. warrant special consideration. It 
naturally follows that hospitals which have had a 
decrease in patient load since July 15, 1940, should 
not require as many interns. It is the opinion of 
the Directing Board of the Procurement and 
Assignment Service and of the Hospital Commit- 
tee that this is as sound a basis as can be used to 
apply universally. 


Hospitals will have the added problem of an 
overlapping period under the accelerated medical 
education program. Graduates from medical 
schools are now turned out every nine months, 
which creates overlapping in the hospital because 
of the established one-year internship. The latter 
is not likely to be reduced in length because the 
Army and the Navy desire the full year training 
period and the state licensing boards require it. 
Hospitals appear to be handling the overlapping 
satisfactorily. Some are absorbing the excess by 
increasing the number on the various services. 
Others are giving the intern the status of assistant 
resident at the end of nine months, to make up 
for the loss of residents. In some instances the par- 
ent hospital turns over the excess of interns to 
some other institution acceptable for training dur- 
ing the three months in which they are waiting to 
get into the parent hospital. In these cases the 
parent hospitals must certify that the training 
received in the other institution is acceptable, 
and the transfers must be made through the state 
office of the Procurement and Assignment Service, 
which usually has a list of hospitals in the state 
desiring more interns even for the short period of 
three months. 


Residents 
Because of the needs of the armed forces, hos- 
pitals are permitted to have not more than fifty 
per cent of the number of residents on duty on 
July 15, 1940. On that date it was estimated that 
there were approximately 5600 residents, which 
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means that hospitals this year would be entitled to 
a total of 2800 residents. However, it has been 
agreed to raise this figure to a minimum of 3000, 
of which half will probably be comprised of 
women physicians and male physicians who have 
been rejected for commissioned service in the 
armed forces for physical reasons. The remainder 
will be male physicians who have been classified 
4-F by Selective Service and physicians who have 
applied for commissions in the Medical Corps of 
the Army of the United States or in the Naval 
Reserve and whose deferments are being requested 
for the ensuing year by hospitals which can estab- 
lish the essential character of the service and the 
fact that efforts to secure a physician for the resi- 
dency who is ineligible for military service, have 
been unsuccessful. 


Basis of Retention 


A physician who is eligible for military service 
should not be approved as an essential resident in 
a hospital, unless the residency concerned is 
approved by the appropriate accrediting body, and 
his deferment is for a maximum of one year 
immediately following the completion of his 
internship. It is important to emphasize that con- 
sideration for retention of an individual resident 
should be based primarily on his teaching responsi- 
bilities and patient service load, and not on any 
specialized service which he may render to indi- 


vidual members of the staff, or to a particular 
hospital service. 


It has been deemed necessary by the Directing 
Board of Procurement and Assignment Service to 
set up a plan of allocation of residents for each 
state and to suggest for the guidance of the State 
Chairmen of Procurement and Assignment, the 
quota of residents recommended for each hospital 
as of July 1, 1943. The total of 3000 residents have 
been allocated for the various states and the quota 
for each hospital suggested based on the following 
considerations: 


The total number of residents which a hos- 
pital may be permitted to retain shall be 
directly related to that hospital’s teaching and 
service responsibilities, with particular refer- 
ence to war service. Consideration of an indi- 
vidual resident should be based primarily on 
his teaching responsibilities and patient serv- 
ice load, as aforementioned. A hospital will not 
be permitted to retain a greater percentage of 
the number of the resdients it had on July 
15, 1940, than the percentage of the ward patient 
days in relation to its total patient days, 
excepting that a hospital shall not retain more 
than two-thirds of the number of residents it 
had on July 15, 1940. 
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Ward service is considered to embrace patients 
who are not charged nor paying a professional fee, 
and who are available for teaching if a teaching 
program is being carried on. In computing the 
service load, the volume of out-patient visits is 
given due consideration. 


Special Consideration 


In certain cases special consideration must be 
given a hospital which has greatly increased its 
bed capacity or has lost an excessive proportion of 
its attending medical staff since July 15, 1940. 
Such a hospital may receive permission to retain 
more than the customary quota of interns. Like- 
wise, primarily teaching hospitals, that is, hos- 
pitals carrying major responsibility for under- 
graduate medical teaching, shall be given special 
consideration for that service in addition to that 
granted on the basis of ward service. 


Hospitals approved for mixed residencies, and 
others desiring residents, should consider engag- 
ing paid house officers or those physicians who 
desire additional experience and compensation 
rather than the residency offering an educational 
and training program. Such appointments should 
be designated house officers rather than residen- 
cies, the latter implying an educational or training 
program of an approved type. 


When requesting permission to retain an intern 
who has completed his year of training and who 
holds a commission in the armed forces, hospitals 
must submit the request with all possible support- 
ing data, in triplicate, to the State Chairman of 
the Procurement and Assignment Service, who 
will signify his endorsement or disapproval of the 
request and forward two copies to the central 
office for final adjudication. This should be done 
without delay. It is imperative that each request 
be accompanied by the full information outlined in 
the directive of April 3, 1943, pages 3 and 4. It is 
most important that the hospital requesting the 
deferment of a commissioned physician who has 
just completed his internship, make a clear state- 
ment of all the facts and the reasons why such 
deferment has been sought. 


The Army and Navy are now moving toward 
taking over the medical schools of the country. 
It is expected that these two services will enroll 
approximately eighty-six per cent of the students 
in medical schools. Such students will be on active 
duty during their medical school period, but it is 
understood that they will be returned to a reserve 
status for their internships. The present outlook 
seems to indicate that medical students now hav- 
ing internship appointments beginning on or 
about January 1, 1944 will be permitted to serve 
in the hospital of their choice. 
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The new recommendations, it is hoped, will 
remove some of the inequities from the medical 
manpower situation in hospitals. For instance, the 
central office of the Procurement and Assignment 
Service will decide the allotment of residents for 
each state, and will suggest for the guidance of 
the respective state chairmen the number of resi- 
dents recommended for each hospital after July 1, 
1943. Another service will be to help hospitals in 
meeting the problem created by overlapping of 
internships, by having the state office of Procure- 
ment and Assignment function as a clearing agency 
to arrange exchanges of interns among approved 
hospitals. It is the earnest intent of the Procure- 
ment and Assignment Service to be a true service 
agency, helping the hospitals to carry through the 
difficult war period with a minimum of disruption 
and curtailment, and at the same time aiding the 
Army and the Navy to recruit a sufficient number 
of medical officers to give adequate care to the 
fighting forces. 


Hospital Committee, Procurement and Assignment 
Service 


Malcolm T. MacEachern, Chairman 
Benjamin W. Black, M.D. 

Robin C. Buerki, M.D. 

Basil C. MacLean, M.D. 

Claude W. Munger, M.D. 

Lucius R. Wilson, M.D. 





Federal Health and Welfare Shift 


By directive from the White House, a techni- 
cal change has been made in the status of federal 
health and welfare activities. No longer is there 
an “Office of Defense Health and Welfare Serv- 
ices,” originally a part of the Office of Emergency 
Management. 


Replacing it is the Office of Community War 
Services, a part of the Federal Security Adminis- 
tration. Charles P. Taft goes along in the shift, 
now having the title of Director of Community 
War Services. 


This agency’s scope is outlined as coordination 
of health and welfare services made available by 
the Federal Government to state and local com- 
munities. It is prepared to make available the 
services of health and welfare specialists. 


Regional directors of the Social Security Board 
are to act also as regional directors of the new 
agency. Thus a community undertakes to partici- 
pate in the Federal Government’s health and wel- 
fare services by first approaching the nearest re- 
gional director of the Social Security Board. 
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Bringing Federal Aid to Nurse Recruitment 


FRANCES P. BOLTON 


Congresswoman from Ohio 





lief from a grave nursing short- 

age is to educate more young 
women as nurses. Yet enrollment in 
schools of nursing is behind schedule. 
The quota of 55,000 new students set 
for this year fell 6000 short of its goal, 
yet it has been estimated we must 
have 65,000 new students during the 
school year that begins June 1. 


In total war the health of civilians 


Ti: chief means to permanent re- 





Purpose of Bill 
Aimed at Quick 
Mobilization of 


Trainees by Use 
of Cash Subsidy 


rector of nursing of The Johns. Hop- 
kins School of Nursing, before the 


Author Outlines House Subcommittee on Public 


Health, “Miss Wolf seems to point to 
the need for accelerating Congress, 
as well as nursing courses!” 


H. R. 2664 is a plan to increase the 
number of students in schools of 
nursing through the creation of a stu- 
dent war nursing reserve. First, sec- 
ond, and third year students in ap- 








‘is almost as important as the health 
of the fighting forces. With hospitals 
and health agencies in some areas already danger- 
ously short of nursing personnel, we dare not go 
on failing to prepare adequate replacements for 
those additional thousands of nurses who will be 
called to the colors in the months ahead. 


No. 1—Womanpower Shortage 


It was with the purpose of remedying this No. 1 
womanpower shortage in America that H. R. 2664 
was written, and introduced by me in the House 
of Representatives March 29. It has the approval 
of hospital and nursing authorities and has been 
endorsed by the Army, Navy, and Public Health 
Service. 


A companion bill was introduced in the Senate 
by Senator Josiah W. Bailey of North Carolina, 
where it is in the hands of the Committee on Edu- 
cation and Labor of which Senator Elbert D. 
Thomas of Utah is the chairman. 


The House Committee on Interstate 
and Foreign Commerce (Clarence F. 
Lea, California, chairman) reported 
the bill favorably May 12—Florence 
Nightingale’s birthday, most fittingly 
—and it was unanimously passed May 
14. Since we are hopeful of early ac- 
tion in the Senate also, events may 
have marched a good way further be- 
fore the June issue of HOSPITALS 
reaches the hands of readers. 


Because autumn classes in schools 
of nursing are already forming, speed 
is vital. As Representative J. Percy 
Priest of Tennessee quipped, follow- 
ing testimony of Anna D. Wolf, di- 
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proved schools of nursing will be 
eligible for membership. Members of 
the reserve agree to make their services available, 
after a training period of 20 to 30 months, for 
military or essential government or civilian serv- 
ices for the duration of the war. 


In return, Federal funds will be provided to 
cover tuitions and other fees, maintenance, uni- 
forms, and stipends. These stipends are really 
spending allowances and are to be not less than 
$15 for the first 9 months, and $20 per month for 
the succeeding 15 to 21 months. 


The sum of these two periods is, as you see, 24 
or 30 months. Clinical and classroom work is to be 
accelerated and completed in one or the other of 
these periods, depending upon the previous prepa- 
ration of the student. That leaves her free for 
transferral to military or other institutions, if 
need be, during the months of additional practice 
until graduation. Whatever institution is to pro- 

vide the practice will pay the student 
$30 per month during this final period. 


Nursing is Essential 


The United States Public Health 
Service is to administer the funds, 
and the institution providing training 
will disburse them to the student. 
Obviously, the bill seeks to induce 
more young women to enter nursing 
by two major means: 

First, by insignia and uniform, it 
recognizes the student of nursing as 
the essential war worker she is. I need 
not tell hospital executives that many 


a hospital today would be forced to ° 


close its doors if deprived of the 
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valiant service, in actual care of the sick under 
supervision, that students of nursing are giving. 
Second, the bill aims to lessen the financial in- 
equities being met by student nurses today. In 
normal times, nursing education could be secured 
more reasonably, probably, than preparation for 
any other profession. With war’s outbreak, how- 
ever, tremendous competition set in for the well- 
qualified high school graduate. Nursing can do 
with no less, for continually questions involving 
life and death depend upon the nurse’s wisdom 
and courage and resourcefulness and devotion. 


Yet for this capable young woman, war indus- 
try quite naturally commenced to clamor. It has 
been able to offer her high salaries. At the same 
time, half a dozen new uniformed military and 
naval auxiliaries have been formed. Each of them 
can offer pay even during training, and the fan- 
fare of an activity definitely labeled as war 
service. 


The result has been that—although admissions 
into schools of nursing had been in 1941-42 stepped 
up to 44,000 from a peacetime average of 34,000 
a year, only a 5000 increase was realized in 1942-43, 
instead of the 11,000 sought. Without some definite 
change in procedure, prospects looked dark indeed 
for achieving the required further increases. 


__ H.R. 2664 is not a startling innovation, however. 
Congress has already recognized how vital nursing 
is in the war effort. During the past two years, it 
has appropriated a total of $5,300,000 to aid nursing 
education. This money has been used for scholar- 
ships, for equipment and supplies for libraries and 
laboratories, and for salaries to instructors, in 309 
schools that were able to increase enrollment 
through use of the federal funds. 


The new law seeks to expand the program of 
aid already under way to one that will cost an 
estimated sixty million dollars or thereabouts, and 
to erase the difficulties that have been met. Here- 
tofore, scholarships were only for tuition, whereas 
the new plan provides the stipends to cover per- 
sonal expenses as well. Although during the past 
two years, federal scholarships were offered on the 
basis of need, the new bill looks upon the aid to 
students of nursing as honorable pay for war work 
well done. 


Insignia and Street Uniform Contemplated 


Under the new plan, insignia and a street uni- 
form are contemplated for the reserve member. 
We are not, however, thereby setting up a new 
uniformed service. Nurses compose the oldest uni- 
formed military service for women. Uniformed 
Army and Navy nurses have long served their 
country honorably and with distinction. 


The new bill seeks merely to bring the distinc- 
tive service uniform idea down to the point of 
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Association Support 


The bill drawn to authorize federal aid for 
nurse recruitment was formally endorsed by 
the American Hospital Association on May 4. 
Recognizing that “every effort must be made 
to increase the enrollment of schools of nurs- 
ing in order that the present shortage may be 
met before there occurs a serious breakdown 
in the health and hospital services of the na- 
tion,” the board approved in principle H. R. 
2624 which provides “for the training of 
nurses for the armed forces, gevernmental 
and civilian hospitals, health agencies and 
war industries, and urges your favorable ac- 
tion with minimum delay.” 


The Kentucky Hospital Association and 
the Hospital Association of Pennsylvania 
also have adopted resolutions of support. 











induction into the nursing profession, the point at 
which it has the most value in the recruitment of 
student nurses. Generally speaking, the graduate 
nurse on the home front has, I believe, been indif- 
ferent to the idea of a street uniform indicating 
her indubitable status as a vital war worker. You 
cannot help admiring her for that indifference, 
which indicates more interest in her job than in 
the honor it brings her. 


Yet the graduate nurse, as exemplified by the 
school director, has perhaps failed to appreciate 
the potential appeal of insignia and uniform to the 
young, impressionable girl, fired with an ardor to 
serve her country in its hour of crisis. Since the 
student nurse indubitably renders a magnificently 
important and heroic war service, we must have 
the imagination and sympathy to give her the 
symbols of it. 


It would be carrying coals to Newcastle indeed 
for me to recite to a hospital group the impressive 
evidence of great and growing shortages of nurses 
that reached Congress in the form of letters and 
telegrams. You know your own specific experi- 
ences, certainly. 


You know that the 31,000 nurses already in the 
Army and Navy Nurse Corps seem to have drained 
your staffs. You may not, however, have heard 
that about as many more must be inducted into 
the military services by June 30, 1944. 


You know your maternity wards have been 
working to capacity. Yet you have been too busy, 
I doubt not, to learn that there were probably 
more babies born in the United States in 1942 than 
ever before in history. While giving out that in- 
formation, the United States Bureau of.the Census 
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states further that during the first three months 
of 1943 there were 18 per cent more births than 
during the corresponding period in 1942. That 
means busier maternity wards this year than last, 
yes, but also—if those babies are properly cared 
for—more people to be nursed in the years to 
come. 


Long Term Trends in Needs for Nurses 


And had you stopped to realize that the nursing 
shortage is only partly due to war demands upon 
the profession, partly to hospital use that is grow- 
ing much faster than the population? Figures re- 
leased by the American Medical Association show 
approximately a million more people were admit- 
ted to hospitals in 1942 than in 1941; a million and 
a half more in 1941 than in 1940. 


Those are just a few reminders of long term 
trends in needs for nurses. They are poignant pre- 
lude, it seems to me, to the statement that 


H. R. 2664 is designed asa war emergency measure 
only. I would not want it otherwise. I believe hos- 
pital and nursing school executives do not wish to 
see any form of federal control over nursing set up. 


Yet if they do not, they must even now be look- 
ing beyond the war crisis. We had a definite short- 
age of nurses even before Pearl Harbor. Enough 
competent nurses are a vital factor in maintaining 
adequate health services. The 35 per cent of drafted 
men in the United States who have been rejected 
for physical defects are a reproach to a great and 
wealthy nation which has the intelligence to know 
that it is no stronger than the health of its people. 


When the end of the war brings the end of fed- 
eral aid to nursing education that H. R. 2664 con- 
templates, will enough adjustments have been 
made so that nursing will attract the number and 
quality of young women which a health-conscious 
post-war world will require? 





California Nurses Present 


The California State Nurses Association has 
recently assumed active leadership for its members 
in a campaign for adjustment of salaries to con- 
form to wartime salary levels and improvement 
of working conditions for institutional nurses. 


On the above basis, officers and directors are 
asking permission to present the case to the War 
Labor Board, “acting in full dignity as a profes- 
sional organization and not as a labor organiza- 
tion.” 


In February all members of the association 
received a ballot on which they were asked to vote 
on the following two proposals: 


1 Do you approve and ratify the unanimous 
action of the Board of Directors establishing 
standard salaries for registered nurses at a 
minimum of not less than fifteen per cent 
above the C.S.N.A. 1941 “Schedule of 
Salaries and Personnel Practices”? 


Do you authorize the officers and directors 
of C.S.N.A. to act as your sole representa- 
tive in collective bargaining negotiations to 
obtain acceptance and adoption of a stand- 
ard salary rate of not less than fifteen per cent 
above the 1941 scale or salary standard? 


The final count on balloting showed that the 
majority of the California State Nurses Association 
membership voted yes to both propositions. 

The proposed salary schedule provides for vari- 
ous nursing grades. Typical is the suggested plan 
for general staff nurses which prescribes a mini- 
mum entrance salary of $155.25 per month cash, 
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Program on Pay and Hours 


without any maintenance, and an increase of $2.50 
per month each six months until a salary of $170.25 
is reached. 


The hospital may require the nurse to take at 
least one meal per day in the hospital and charge 
not more than $10 per month therefor. 


Rental of room in hospital quarters would be 
optional with the nurse at a charge of not more 
than $10 per month. 


Hospital may require nurses’ laundry to be done 
by the hospital but the charge therefor may not 
exceed $5 per month. 


Annual vacation of fourteen days with pay after 
one year’s service, or at the rate of one day for 
each month served after six months of service. Sick 
leave with pay on same limits as vacation but not 
cumulative. A physical examination before per- 
manent employment, an annual physical examina- 
tion, and an organized health program thereafter. 


One whole day off each week is asked, and the 
eight-hour workday to be of eight consecutive 
hours, if possible, or between 7 a. m. and 7 p. m.— 
eight consecutive hours for evening and night 
duty. 


Time schedules would be posted one week in 
advance and all overtime in excess of thirty min- 
utes to be made up within one month. 


Fourteen days’ notice of resignation or dismissal 
is demanded and terminal vacation of fourteen 
days on request after twelve months continuous 
service. 
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Five Ticchinarie Attend Tri-State Assembly 


Rationing, Priorities and Personnel 


Shortage Are Dominant War Problems 


sembly, which convened on May 5 at the 

Palmer House in Chicago established a high 
attendance record. It attracted over five thousand 
members of the several professions. The Assembly 
dinner was a sellout. The College of Hospital Ad- 
ministrators luncheon was attended by 175, an 
increase of 50 per cent over last year. In many of 
the discussion meetings there was not even stand- 
ing room. All of the sectional meetings were note- 
worthy for the intelligent approach and the prac- 
tical discussions of wartime problems affecting the 
different groups. 


T= fourteenth annual Tri-State Hospital 


Commercial exhibits this year numbered 115, the 
same as last year. Booths were not so large nor 
nearly so elaborate as at earlier Assemblies, 
exhibitors having reduced the size of their displays 
to lighten the strain on wartime transportation 
facilities. Many of them, severely restricted in the 
manufacture of new equipment, turned their 
booths into consultation stations, advising admin- 
istrators on ways to conserve and even repair old 
equipment. 


During the year between Assemblies, there was 
a noticeable change in the order of problems con- 
fronting hospital administrators. Last year, the 
emphasis was on public relations. The chief puz- 
zlers this year were rationing, priorities and per- 
sonnel shortages. Overflow crowds were attracted 
to purchasing agents’ sessions. 


* * * 


At the College of Hospital Administrators’ lunch- 
eon two points of universal interest were brought 
out. 


Wardens and other civilian defense volunteers 
who are injured on duty will be compensated for 
the cost of hospitalization and medical care result- 
ing from such injury on the basis of the local plan 
for industrial accidents. 


A new program has been developed in which the 
Office of Civilian Defense will purchase four- 
stretcher ambulance bodies that can be placed on 
the chasis of various low priced cars. Federal 
funds will buy the body. Local funds are expected 
to meet the cost of chasis and mounting. It is 
expected these bodies will be available within 
sixty days. While primarily intended for target 
areas, sixty are planned for distribution in the 
midwest. 
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By touring the exhibits, an inquisitive visitor 
could bring himself up-to-date on many practical 
matters. Despite limitations on rubber, the sup- 
pliers reported they can still furnish all the gloves 
and almost all rubber sundries that hospitals actu- 
ally need to maintain their standards of service, 
although perhaps not all they would like to buy. 


Metals constitute the worst bottleneck. The bed 
supply is still sufficient, although minor construc- 
tion details have had to be altered. These altera- 
tions, it was said, are not such as to interfere with 
the patient’s welfare nor reduce the bed’s dura- 
bility. 

Administrators were said to have accepted the 
fact that stainless steels, monel, copper bronze and 
aluminum cannot be had for the operating room, 
dietary department and ward equipment. Brass 
is scarce for plumbing equipment, but there is still 
enough available for smaller valves. There is a 
rumor that monel metal may soon be available for 
autoclaves and perhaps other important uses. 


Cotton textiles were found to be still available in 
a quantity to meet current needs. Linen and wool 
are scarce, but with the Government’s encourage- 
ment of flax growing and with the possibilities of 
wool importations as soon as the shipping situation 
eases, these two important materials are likewise 
expected to become more plentiful. 


* * * 


Medical records librarians discussed ways of 
adapting their work to needs and restrictions of 
war. They learned of one hospital that has devised 
a printed form to be sent to referring doctors—a 
wartime measure only. It is filled in by the physi- 
cian himself, with indelible pencil, thus somewhat 
easing the problem created by a shortage of in- 
terns. 


The medical records librarians learned of two 
wartime substitutes: Rubber bands made by slic- 
ing up the cuffs of old rubber gloves; fiber clamps 
for chart backs now on the market to replace the 
metal clamps no longer available. 

* * 

Medical social workers discussed several phases 
of the impact of war on their profession. They 
learned that combatant and civilian mental casual- 
ties alike react to war about as they react to any 
other catastrophe in their lives. The well-inte- 
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grated, flexible character may come through even 


stronger, the neurotic character can be expected : 


to be hurt. They were told of the need to protect 
children against the wartime hazards, of the need 
for more careful selection of draftees, and of the 
need for more prompt treatment of mental casual- 
ties. © 

Several hospitals reported they are using their 
own insurance forms to replace those sent by com- 
panies. In this way, they may release only that 
information which pertains to the case. It was 
agreed that standard forms would save a great 
deal of stenographic time, as the forms of insur- 
ance companies differ in context and arrangement. 


Reporting on a tour of the Station Hospital Chi- 
cago Schools, Army Air Force Training Command 
in Chicago, Dr. J. M. Moore revealed that a physi- 
cian must see every patient within two hours after 
admittance and the chart must be complete within 
24 hours; and this is done by the physician him- 
self, without the aid of either a secretary or a 
medical records librarian. 


* * & 


Hospital accountants wrestled with a list of 24 
questions, the most pressing of which were con- 
cerned with the victory tax and the ceiling of 
wages and salaries. 


* * * 


The American Association of Nurse Anesthetists 
reported a membership of 2971, a new high. Keen 
interest in the sessions was shown by a daily 
attendance of close to two hundred. The problems 
resulting from the shortage of anesthetists formed 
the major topics for discussion at the meetings. 


* * * 


High point of the meeting unquestionably was 
the assembly dinner, over which Dr. Malcolm T. 
MacEachern, chairman of the Assembly, presided. 
James A. Hamilton, president of the American 
Hospital Association, spoke on “The Future of the 
Voluntary Hospital.” The text of this address ap- 
pears in this issue of HOSPITALS. 


On this occasion also, Dr. Bert Caldwell was 
honored as retiring executive secretary of the 
American Hospital Association. On behalf of their 
associates during many years, Doctor MacEachern 
presented to him a citation, the text of which like- 
wise appears in this issue of HOSPITALS. 


* * * 


Business transacted at the meeting included elec- 
tion of officers by three of the state associations. 
They are: 


Illinois 


PRESIDENT: Frank W. Hoover of Decatur and 
Macon County Hospital, Decatur. 
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Dr. Malcolm T. MacEachern (left) Dr. Bert W. Caldwell 
and President James A. Hamilton on their way to the 
Tri-State Assembly dinner. 


First VICE-PRESIDENT: Vernon T. Root of Rockford 
Hospital, Rockford. 

SECOND VICE-PRESIDENT: Sister M. Marcelline of 
St. Mary’s Hospital, Galesburg. 

SECRETARY - TREASURER (re-elected): Victor S. 
Lindberg of Victory Memorial Hospital, Wau- 
kegan. 


TRUSTEES (to serve three years): F. Jane Graves 
of Alton Memorial Hospital, Alton. 


Indiana 


PRESIDENT: Frank G. Sheffler of Union Hospital, 
Terre Haute. 

PRESIDENT-ELECT: Sister Mary Reginald of Mt. 
Mercy Sanitarium, Dyer. 

VicE-PrRESIDENT: Dr. Charles W. Myers of Indian- 
apolis City Hospital, Indianapolis. 

TREASURER: Maude Woodard of Putnam County 
Hospital, Greencastle. 

TRUSTEES (to serve three years): Hannah Rosser 
of Vermillion County Hospital; Clinton; Daisy J. 
Craver of Clinton County Hospital, Frankfort. 


Michigan 
PRESIDENT: Dr. L. V. Ragsdale of Butterworth Hos- 
pital, Grand Rapids. 


PRESIDENT-ELECT: Dr. Leverett S. Woodworth of 
Harper Hospital, Detroit. 


First VicE-PresIpENT: J. H. Blaha of Greenview 
Hospital, Ironwood. 


SEconp VicE-PRESIDENT: Macie N. Knapp of 
Memorial Hospital, Owosso. 


TrusTEES: Dr. John H. Law of Grace Hospital, 
Detroit; Amy Beers of Hackley Hospital, Mus- 
kegon. 


SECRETARY: Robert G. Greve of University Hos- 
pital, Ann Arbor. 
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A Twin Attack on Operating Room Hazards 


WARREN P. MORRILL, M.D. 


IDESPREAD planning for 
post-war hospital con- 
struction, particularly in 


smaller communities, emphasizes 
the need for an evaluation of the 
experiences, advances, and errors 
of the more recent past. Communi- 
ties without extended experience in 
hospital planning and operation are 
prone to think of the proposed hos- 
pital simply as providing housing 
for sick people. 


But that is only a very primitive conception of 
the proper function of the hospital. It can and 
should be a highly specialized and functionally 
designed tool for the welfare of the entire com- 
munity. If this ideal is to be realized the hospital 
sponsors must take advantage of the experience 
of the past and embody in their plant the latest 
and soundest principles of functional design. 


One of the items which has been the subject of 
much discussion, of much scientific investigation 
and widely varying opinions, is that of the sur- 
gical operating room, particularly in relation to 
its safety from the hazards (a) of anesthesia ex- 
plosions and (b) of post-operative infection. 


As in all progressive developments, many new 
ideas have been advanced, accepted with enthusi- 
asm by their originators, with reserve by others, 
and finally after trial have received liraited or mod- 
ified acceptance by the hospital field as a whole. It 
is the administrator who must live with these 
problems day in and day out and it is therefore 
from the administrator’s standpoint that they will 
be discussed. 


The old idea of the operating room as an arena 
for a surgical pageant is definitely past. The pa- 
tient is the most important user of the operating 
room and his welfare and safety must dominate 
its planning. 

It is now definitely accepted that the source of 
a very large proportion of post-operative wound 
infections is the respiratory passages of the occu- 
pants of the room, particularly the surgeon and 
his “table” assistants as being in most intimate 
contact with the patient. 


The control of these sources of infection is a 
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Possibilities of Cas 


Explosion and Post- 


Operative Infection 
May Be Minimized 


By Careful Planning 


matter of surgical technique, the 
extended discussion of which is 
foreign to the purpose of this paper. 
But it has been shown that the rate 
of operating room infections varies 
directly with the number of per- 
sons in the room. The logical con- 
clusion from this fact is that the 
room should be no larger than is 
necessary for the convenience of 
the operating crew and proper dis- 
position of equipment. 


Modern practice indicates that this involves a 
floor area of not more than 225 square feet in most 
instances and of 250 square feet as a maximum. 


If it is necessary to provide for observers, as in 
a teaching clinic, it is now accepted practice to 
make such provision in the form of a glassed in 
gallery with entrance from the corridor and with 
no air connection with the operating room. 


A refinement is to slant the glass at the front 
of the gallery at such an angle as to be at right 
angles with the line of vision from the observer 
to the operating table. Another is to provide loud 
speaker equipment from the operator’s position 
to the gallery. 


The Explosive Zones 


An explosion depends upon the presence of air 
(oxygen), an explosive substance, and a source 
of ignition. Present day developments in inhala- 
tion anesthetics, have been characterized by the 
introduction of new agents each seemingly more 
explosive than its predecessor. 


Since each of these agents has characteristics 
of definite value to the patient, it is not justifiable 
to deny full choice to any patient so long as the 
hazards of explosion can be reduced to a point 
which will assure him greater safety than he 
would enjoy if given some less suitable anesthetic. 


The prevention of explosions is more a matter 
of the training, technics, and unremitting vigilance 
of the anesthetist than of the physical character- 
istics of the room, but this fact must never excuse 
a failure to build into the room and its equipment 
every practicable safeguard. 
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There are two principal zones in which an ex- 
plosive concentration of the anesthetic agent may 
exist. The first is the narrow zone about the pa- 
tient’s face and any part of the apparatus from 
which a leak might occur. This danger zone is un- 
avoidable except to the extent to which meticulous 
care of the apparatus and all its accessories can 
prevent leaks. It is not believed to extend more 
than one foot from the point of escape of the gas. 


The other zone is one due to the accumulation 
of the anesthetic agent that may have been ex- 
haled by the patient, or leaked from the mask or 
from some part of the apparatus. Ether and cyclo- 
propane are heavier than air and ethylene so little 
lighter (0.97) that these accumulations will nor- 
mally occur at or below the level of the operating 
table. 


There is always some possibility that a part of 
any such accumulation may be carried elsewhere 
by such air currents as may exist in the room. 
Prevention of this occurence is obviously to ar- 
range the ventilation of the room so that such ac- 
cumulations are avoided. If the ventilating air 
entering the room is admitted at or near the ceil- 
ing and it is removed at or near the floor it is 
obvious that there will be a continuous movement 
of the air toward the exhaust and a minimal pos- 
sibility of the accumulation of any explosive con- 
centration of the anesthetic agents. 


Since the anesthetic apparatus, tanks, etc., are 
usually placed on the right side of the head end 
of the operating table, it follows that the optimum 
location of the exhaust vent will be at floor level 
on the right hand wall and near the corridor wall. 
This would give the effect of a positive current 
from above the operating table and anesthetic ap- 
paratus across the zone of probable highest con- 
centration of the gases to the exhaust grille. 


The other element involved in the causation of 
an anesthetic explosion is a source of ignition. 
Study of a large series of such explosions indicates 
that static electricity is the most common source 
of ignition—something in the order of 80 per cent 
of explosions being attributed to this source. 


Static electricity is generated wherever there is 
friction but in amounts probably too small to 
cause an ignition spark at the moment of genera- 
tion and prone to drain away if there is available 
a freely conductive path to the ground. It is only 
when this trickle is dammed up by some break 
or non-conductor in the path to the ground that 
a pool of sufficient volume to cause an igniting 
spark can accumulate. 


When static electricity was first recognized as 
a major factor in the causation of anesthetic explo- 
sions the first efforts at control were to ground the 
apparatus in the room by the use of a chain con- 
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necting it to a convenient water pipe or other 
ground connection. This was soon succeeded by 
the use of metal strips laid in the floor, these strips 
connected to a ground and connection between the 
apparatus and the strips established by the use of 
drag chains connected to each piece of apparatus. 


Then guided by the experience of dry cleaning 
and similar establishments using volatile combus- 
tibles, the maintenance of a high humidity (55 per 
cent to 65 per cent) in the air was hailed as the 
answer to the question. This was based on the 
theory that with this degree of humidity the moist 
film on the surface of all objects in the room would 
establish a path sufficiently conductive to permit 
the static electricity to trickle away as fast as it 
was generated. Some doubt has now been thrown 
on the efficacy of this method as applied to oper- 
ating rooms if supplied with filtered air. 


One Incident Unexplained 

Investigation of one disastrous explosion re- 
vealed that dangerous accumulations of static 
could accumulate even in the presence of a rela- 
tive humidity of 65 per cent. The outbreak of the 
war has prevented full examination of the reason 
for this, but one explanation advanced is that the 
electrical conductivity of water is not due to the 
water itself but to electro conductive impurities 
contained in the water, particularly CO,. When 
the incoming air is passed through a water curtain 
filter, the water absorbs so much of the contained 
CO, as to reduce the conductivity of the moisture 
film from the humid air to such a point that it is 
no longer adequately conductive. 


If this theory is sound, the condition could of 
course be corrected either by using some type of 
filter which would not remove the CO, or by re- 
turning the CO, to a safe level by artificial means. 


The next and most recent development is to 
construct the entire floor surface of a conductive 
material and to provide all apparatus and person- 
nel with a conductive contact with the floor. As 
applied to apparatus this requires conductive tires 
or shoes and for personnel conductive soled shoes, 
or some application of the drag chain method. 


In one of the earliest cases this objective was 
attained by the use of a floor covering of sheet 
steel on an area sufficiently large that no person 
or apparatus could get to the table without first 
coming in contact with the sheet metal. The next 
step was the development of a rubber flooring ma- 
terial sufficiently conductive to permit the free 
flow of static electricity. A more recent develop- 
ment is a plastic floor material containing metallic 
oxychlorides. 

The complete development of these methods has 
been interrupted by the war, but all of them are 
in use in explosives plants in which conditions 
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simulate those of the operating room and it is 
hoped that the experience of these plants will 
point the way to the solution of the problem in 
operating rooms. Since the outbreak of the war 
and the consequent limitations on the above ma- 
terials, one hospital has installed sheet lead on the 
floors of operating and delivery rooms. 


This material provides a comfortable non-slip 
working surface, adequate conductive properties 
and after one year’s use has not shown wear or 
other objectionable properties except that of the 
natural lead color. Incidentally it should be noted 
that at any time it becomes desirable to replace 
the lead with other material or with new lead, the 
salvage value of the lead is very high. 


Heating and Ventilating 


The developments in air conditioning during 
the last ten years have outmoded the older conven- 
tional radiator convection heating, and the heat- 
ing, ventilating and air conditioning tend now to 
be combined into a single system with the heating 
accomplished by the introduction of new filtered 
heated air rather than by reheating the room air. 


There have been some differences of opinion as 
to whether the incoming air should be introduced 
at the higher levels of the room and the old room 
air removed from below or vice versa. The large 
predominance of opinion now favors introduction 
of the air at or near the ceiling and its removal 
from points as near floor level as practicable. The 
major reason for this is that it is the more effective 
way of preventing air currents in the room and the 
consequent circulation of infective materials. 


A recent and very promising method of the in- 
troduction of air is the so-called multivent system. 
In this system the air is introduced through a large 
number of small apertures of a perforated ceiling 
panel, much resembling the ordinary perforated 
acoustical treatment material. The air is either 
pre-heated or heated by coils in a plenum chamber 
behind these panels. The advantage of the system 
is that the velocity with which the air enters the 
room is entirely lost within the first two inches 
after emergence from the apertures and the 
warmed—and conditioned if desired—air fills the 
toom by downward displacement in a slowly de- 
scending blanket quite comparable to the manner 
in which water introduced at the bottom would 
fill the room from below upward. 


The principal advantages of this method are its 
entire absence of any detectable air currents or 
turbulence and the minimizing of the circulation 
of infective materials or explosive gases which 
May be in the room. 


Such studies as have been made on the effect of 
ar conditioning of the operating room or recovery 
toom have not demonstrated that it contributes in 
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any direct way to the welfare of the patient, ex- 
cept to the extent to which he benefits by de- 
creased fatigue of the surgeon and his assistants. 


Air Borne Infection 


It is pretty well established that a very large 
proportion of operating room infections are by bac- 
teria from the respiratory passages of the occu- 
pants of the room. Masking of all these occupants 
materially reduces the hazards from these sources. 
Masks, however, have the inherent weakness that, 
if of the filtration type, they cannot be made more 
than 95 per cent efficient without too much inter- 
ference with the breathing of the wearer. If they 
are of the solid deflective type, they do not remove 
the bacteria at all but simply deflect them back 
along the sides of the wearer’s head, there to act 
as a source of contamination of the room air as a 
whole. 

Likewise, it has been shown that the rate of post- 
operative infections varies directly with the num- 
ber of persons in the operating room. It follows 
that strict limitation of the number of people in 
the room to the minimum necessary to the actual 
operative crew will further reduce the potential 
sources of infection. 


The recognition of the impossibility of prevent- 
ing at least some of the bacteria reaching the 
wound and the demonstration of the very great 
bactericidal of a certain somewhat limited band 
of wave lengths of ultraviolet rays have led to 
efforts to control infections by irradiation of the 
wound area with these wave lengths. 


Clinical reports on this procedure have as yet 
come from but a limited number of observers, but 
in their experience the results have been very 
good. Another group of investigators using labora- 
tory methods have determined that exposure to 
ultraviolet rays having an intensity of 13 “clicks” 
per minute reduced the bacteria in air from 535 
colonies to 3 colonies per minute of exposure of 
plates. Also that the upper safe limit of direct ex- 
posure of a wound to ultraviolet rays of this in- 
tensity is one hour. 


The question of the effect of the rays on the 
wound is of secondary importance, however, as the 
usual arrangement is to place the lamps so that 
they will act upon the air in the immediate vicin- 
ity of the wound rather than directly on the wound 
itself. 


But not all of the air borne infections occurring 
during the course of the operation can be charged 
to the passage of bacteria directly from the oper- 
ating personnel to the wound. One investigator 
believes that the “greatest contamination of air 
occurs during preparation when many people are 
hurrying about the operating room.” Based on this 
belief, he recommends that any air sterilization 
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procedure in use should be put in operation suffi- 
ciently in advance of the operation to ensure that 
it should at least start in a relatively contamina- 
tion-free atmosphere. 


The problem of infective agents released at some 
distance finding their way to the wound may be 
a minor one but the welfare. of the patient de- 
mands that no possible source of infection should 
be neglected. While bacteria may tend to sink 
toward floor level, it still has been demonstrated 
that many may float or be carried rather freely in 
the air. 


To Avoid Currents 


This is particularly true when there are air cur- 
rents or areas of turbulence in the air. The control 
of these floating bacteria then resolves itself into 
the minimizing of air currents or provision for 
sterilization of the air. 


The introduction of air at a comparatively high 
velocity as is common with the use of the conven- 
tional ventilating inlet grill, whether placed high 
or low in the room, or the use of the conventional 
convection radiators for heating, cannot fail to 
produce definite but usually unpredictable cur- 
rents. The use of some form of air introduction 
such as the multivent system noted above that 
will result in a displacement type rather than a 
velocity type of air movement will minimize the 
occurrence of air currents, turbulences, eddies, etc. 
If in addition both inlet and exhaust openings are 
so placed as to promote a definite downward move- 
ment of the air, this should tend to further reduce 
the number of bacteria which reach the wound 
area. 


Neither air currents nor the presence of bacteria 
in the air is immediately or directly detectible. For 
this reason, proposals to sterilize the room air dur- 
ing the course of the operation have been made. 
The methods proposed have been first by the use 
of ultraviolet ray and second by chemical means, 
more specifically the introduction of propylene 
glycol. 


The earlier application of the ultraviolet ray was 
by installation in the inlet ducts. This had the 
weakness that the air passed through the duct so 
rapidly as to give a very short exposure time and 
therefore required a very expensive and elabo- 
rate installation to be effective. At its best, it like- 
wise insured only that the entering air should be 
sterile but had no effect other than dilution on the 
air already in the room. 


The demonstration of the effectiveness of ver- 
tical ultraviolet barriers in minimizing the hori- 
zontal transmission of infection suggests that a 
horizontal barrier just above head level combined 
with a ventilating system which ensures a low- 
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velocity downward air movement and a minimum 
of air currents, may go far toward the control of 
infections from the air of the room, other than 
those transmitted directly from the personnel to 
the operative area. 


The chemical method of air sterilization has the 
advantage that the incoming air is not only sterile 
or at least free of pathogenic organisms, but that it 
may also remain actively antiseptic, and thus pro- 
tect against bacteria introduced into the room dur- 
ing the course of the operation. 


Because of the low toxicity and high bacteri- 
cidal value and other physical characteristics of 
propylene glycol, the injection of this agent into 
the incoming air has been advocated. Experi- 
mental evidence in favor of this method is very 
promising. Propylene glycol is invisible, odorless, 
and given by mouth or intravenously is essentially 
non-toxic. Introduced at the rate of one part to two 
to four million parts, it produced immediate and 
complete sterilization of air containing strep- 
tococcus, pneumococcus, and virus of influenza. In 
animal experiments 1:2 million to 1:5 million parts 
gave mice complete protection against strepto- 
coccus while all control animals died. 


Clinically it has been found to give a large meas- 
ure of protection against the spread of respiratory 
infections in children’s wards. Much clinical inves- 
tigation remains to be done but to date the results 
of its use are very promising. 


More recently triethylene glycol has been the 
subject of intensive study as an air disinfectant 
and the preliminary reports are very promising. 
There is as yet no published data on its compar- 
ison with propylene glycol but their characteris- 
tics seem to be quite comparable. 


As an air disinfectant it has the advantage that 
it not only effects an initial sterilization of the air, 
but the disinfectant action persists throughout the 
air of the room. 


Summary 


The problems of the prevention of anesthetic 
explosions and the control of post-operative infec- 
tions are so interrelated that they must be ap- 
proached not as separate problems but as separate 
parts of a single problem, the air of the operating 
room. The solution then cannot come from a single 
branch of science but from a carefully and fully 
integrated attack by all concerned. 


It is probable that there is already sufficient in- 
formation concerning these problems to permit the 
design of an operating room as free from hazards 
as is humanly possible. It remains for the adminis- 
trator and his architect to weigh the different pro- 
posals and to integrate them into a workable 
combination. 
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“Training Within Industry’ for the Hospital 


ROY R. PRANGLEY 
Business Manager, University of Colorado School of Medicine and Hospitals 


Department Heads in a Denver Hospital Learn the Intricacies of Floor Polishing 


Manpower Commission, has set up government 

funds for a training system called “Training 
Within Industry.” This efficient system was orig- 
inally developed to train workers in war plants to 
teach new employees production work. 


Tt FEDERAL GOVERNMENT, through the War 


Last year these methods were tried out in hos- 
pitals in St. Paul and Minneapolis, and since that 
time, have rapidly spread to other hospitals in 
training department heads to teach. 


This training is now available free of charge to 
any hospital organization making request to the 
nearest War Manpower Commission office. The 
training is given to about twelve department heads 
at a time, and consists of five two-hour sessions. 


The basis of the plan is to teach department 
heads and supervisors how to properly teach new 
employees under their supervision to learn more 
quickly and efficiently to do their work, and as a 
result be more capable as well as satisfied em- 
ployees. The course patterns the following outline: 


How to Get Ready 


A. Have a time table; how much skill you expect 
employee to have and how soon? 


B. Break down the job—list principal steps, 
picking out the key points. 


C. Have everything ready—the right equipment, 
materials, and supplies. 
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D. Have the work place properly arranged— 
just as the workers will be expected to keep 
it. 


How to Instruct 


Step 1—Prepare the worker. Put him at ease. Find 
out what he already knows about the job. Get him 
interested in learning the job. Place in correct posi- 
iton. 


Step 2—Present the operation. Tell, show, illus- 
trate, and question carefully and patiently. Stress 
key points. Instruct clearly and completely, taking 
up one point at a time, but no more than he can 
master. 


Step 3—Try out performance. Test him by having 
him perform the job. Have him tell and show you, 
having him explain the key points. Ask questions; 
correct errors. Continue until you know he knows. 


Step 4—Follow up. Put him on his own. Designate 
to whom he goes for help. Check frequently. En- 
courage questions. Get him to look for key points as 
he progresses. Taper off extra coaching and close 
follow-up. 


The motto of this course is “If the Worker 
Hasn’t Learned, the Instructor Hasn’t Taught.” 


The groups that benefited by this training in our 
hospital were: The chief engineer, the chief ac- 
countant, the head janitor, the head of the admis- 
sion office, the head of the record room, nursing 
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supervisors, head nurses, head dietician, and the 
head of the social service department. 


Comments of our hospital people have run along 
these lines: They think it has taught them to think 
the job through and to make good job breakdowns. 
It has tended to emphasize the first teaching and 
the follow-up. Those attending class have each 
given a demonstration of a job instruction and 
breakdown into operation steps and key points and 
teaching procedure, and each has in turn played 
the role of a new employee. 


Each person has stated that the course instilled 
these basic principles in his mind and would help 
him teach others. The nursing service group 


thought it helped them most in teaching new em- 
ployees the manual part of the work of nursing. 
One nursing supervisor said the course dealt more 
with the manual work concerning inanimate ob- 
jects. The instructor of the class says there is also 
a new course available to hospitals called “Job 
Relations Training” which does refer more to the 
personal relationships of people. 

Ten hospitals in Denver have now completed one 
or more “Job Instructor Training” groups of twelve 
people to the group. 

The War Manpower Commission has forms and 
literature to help get any training program under 
way. 





Orthopedic Table: Iron Pipe, Scrap Metal, Boards 


Hospital administration as it is practiced out 
along the Pacific firing line has been picturesquely 
described by War Correspondent Robert Cromie 
in the Chicago Daily Tribune of May 11. As Mr. 
Cromie tells it— 


The edge of the New Guinea jungle isn’t exactly 
the spot you’d expect to find a modern hospital, 
complete with an $8,000 x-ray machine, blood 
plasma, real beds and the indispensable sulfa 
drugs. But not far from Milne Bay, where the 
Japs were beaten off after savage fighting by Aus- 
tralian troops last autumn, is a first-class Ameri- 
can hospital. 


Maj. Harold Bowman of Jacksonville, [l., an 
orthopedic specialist formerly on the staff of 
Billings hospital, is executive officer under Col. 
James R. Dillard, Fargo, N. D. The hospital occu- 
pies a house formerly lived in by a plantation 
manager, and its wards overflow into native style 
huts, roomy and airy, in the bloom-filled grounds. 
Facilities include the x-ray, a laboratory where 
malaria smears and other tests may be made, a 
dental office under Dr. Walter Lovegrove, San 
Francisco, operating rooms, a complete pharmacy, 
kitchen and mess halls. 


An idea of the speed with which the hospital 
could be moved in an emergency can be had when 
you realize that all of the dental equipment, in- 
cluding the chair and the drill (operated by foot 
power) can be packed into two trucks. Much of 
Doctor Lovegrove’s work consists of repairing old 
plates and making new ones, although so far as 
he can see the tropics can’t be blamed for the fact 
that he had to make 25 sets of false teeth last 
week. 


The natives, incidentally, who used to crowd 
around the screened office to watch false teeth go 
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in or out, no longer come. They’ve gone blasé. One 
of the most impressive things about the hospital 
is the ingenious use made of available materials. 
For example: : 


The illumination units for operations consist of 
a movable battery of auto headlights so fashioned 
that they will fold for carrying elsewhere—and 
overhead floodlights made principally from tin 
cans. The orthopedic table, made at Major Bow- 
man’s direction, was originally iron pipe, scrap 
metal, and boards. Despite its humble origin it 
will do as much as any table in the states, Major 
Bowman says, and more than many. It’s to be the 
model for tables for other units. 


The bandage sterilizer, while not home made, 
is nevertheless a bit of a relic. They found news- 
papers dated 1917 when they unwrapped it. Other 
necessity-mothered items are the garbage incin- 
erator made of half oil drums; showers, and a bar- 
ber shop with revolving chair on a tree trunk base, 
presided over by Pvt. Salvador Tola, former De- 
troit trucker. 


At present there are comparatively few patients, 
of whom perhaps half have malaria. Other pa- 
tients treated from time to time include those suf- 
fering from shrapnel, burns, dengue fever, mumps 
(two only), skin diseases, and other ailments. 


The patients at present include three natives of 
the Dutch East Indies, injured during a Jap bomb- 
ing attack at Milne Bay. They are difficult to treat, 
however, because they don’t like soup, fruit juice, 
or other usual foods, and can’t eat meat unless it’s 
from an animal killed according to ritual. They 
do, however, like fresh milk, and so far haven't 
discovered that they’ve been drinking powdered 
milk. 
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Hospitals and the Food Rationing Program 


Office of Price Administration Still Finding Solutions to Special Problems 


ARCHIE M. PALMER 
Associate Director of Food Rationing OPA 


us today is the equitable distribution of 

the limited food supplies which are avail- 
able for civilian consumption. The war brought in 
its train many new problems and many new exper- 
iences. 


O: of the biggest problems we have before 


It seems a little anomalous to hear in this coun- 
try, so long and so well known as a land of plenty, 
that we have to concern ourselves with limitations 
and rationing of items, and particularly of food. 
It is a brand-new experience for us as Americans. 
It is new to you; it is new to me! it is new to every- 
one concerned with the problem of rationing food. 


As hospital operators and employees, you are 
well experienced in problems of budgeting, and 
that is what rationing is. It is budgeting the avail- 
able supplies of scarce commodities. 


The main reason why we have to ration is that 
the public generally, as a result of war conditions, 
has greater purchasing power than ever before. It 
is true that many of our scarce commodities are 
being shipped abroad to our own military forces 
and to our fighting Allies. But when you break 
down the figures you will find that the percentage 
that goes abroad is not very material. 


The greatest drain on our civilian supply is that 
caused by the increased purchasing power of our 
own people here in the country—those who are 
working today, who were listed among the unem- 
ployed before the war; those who had been 
employed in occupations which did not net them a 
very large income who are today earning a much 
greater income. ; 


Trouble with Imports 
With the limitations placed upon the ways in 
which they can spend that increased income, we 
find the public is now attempting to spend its 
surplus funds on food, and as a result the demand 
for food has been pyramiding during this war 
period. 


At the same time, we find shortages caused by 
our difficulties in importing sugar, coffee, and other 
commodities. In normal times approximately a third 
(38 per cent) of our usual supply of sugar is grown 
here in these United States, the Philippines and 


From an ong peered at the Tri-State Hospitals Assembly 
in Chicago, May 5, 1943. 
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Hawaii produce another third (27 per cent), and 
the balance (35 per cent) comes from the Carib- 
bean. We are getting very little from Hawaii and 
none at all from the Philippines. 


The difficulties of transportation and the hazards 
of the convoy system are affecting the amount 
coming from Cuba and Porto Rica. There is an 
abundant supply of sugar in those islands at the 
present time, but to bring it over means risking 
the lives of our boys. The same is true of coffee, 
which is imported from South America. 


Year of Rationing 


As a result, the food rationing division of the 
Office of Price Administration inaugurated war- 
time food rationing slightly over a year ago, with 
the rationing of sugar. That was the beginning of 
consumer rationing of basic food items. Coffee fol- 
lowed in November. The control at the packing 
house marketing level on the amount of meat going 
into civilian consumption became effective last 
October and continued until recently when the 
meat rationing program was launched. On March 1 
processed foods—canned, frozen and dried fruits, 
vegetables, fruit juices and soups—were added to 
the list of the rationed items. 


Later in the month the largest rationing program 
of all, the largest to be undertaken by any govern- 
ment at one time, was inaugurated when meat, 
butter, and the edible fats and oils were placed 
under rationing. When you realize that that par- 
ticular program has been in operation only a little 
over a month now, and that it controls the distribu- 
tion of nearly 22,000,000,000 pounds of foodstuffs 
to practically every man, woman, and child in the 
continental United States, you have some idea of 
the magnitude of that undertaking. 


In the hospital field, you have a peculiar prob- 
lem. Feeding is, for you, an incidental activity. 
We realize, however, that it is a very important 
activity, and it involves a considerable amount of 
food. In the nearly 7000 hospitals in the country, 
according to the figures obtained from the Amer- 
ican Medical Association, the average daily census 
of the hospitals is 1,126,028 persons in the standard 
institutions, with perhaps 15,260 more in the sub- 
standard institutions. 


There are almost as many employees in hos- 
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pitals as there are patients, or using the figures 
furnished us by the American Hospital Association, 
a ratio of two employees to every three patients. 
Using these data we find that the hospitals and 
similar institutions are serving five and three-quar- 
ter million meals per day. That is a big operation 


and an important one. There are approximately | 


120,000,000 food-consuming civilians in the country 
left, after you have taken out those in the military 
forces and the infants, and something like $360,- 
000,000 meals are served in the country each day. 


Confusion and Abuse 


The Food Rationing Division of the Office of 
Price Administration has fully realized and recog- 
nized this problem, and the need for giving spe- 
cial consideration to hospitals. True, you received 
your basic allotment of foods the same as any 
other institutional user. We recognized hospitals 
as a special group, and provided for them under a 
particular section, with which I believe you are 
all familiar, section 11.6 of the institutional user 
food rationing regulations, General Ration Order 5. 


Provision is made in that particular section for 
hospitals and other establishments engaged in the 
care and treatment of the sick to obtain special or 
supplemental allotments of rationed foods if 
needed to meet the special dietary requirements 
of the persons living and receiving care there, the 
patients—not the employees. 


There has been a certain misunderstanding, 
misinterpretation, and I am afraid abuse, of that 
particular section. The result is that hospitals 
encountered difficulty in operating under the basic 
allotment. We had never expected them to do that 
in so far as special dietary needs of patients were 
concerned, but we had to provide a certain basic 
allotment, to which would be added these supple- 
mental allotments provided under Section 11.6 of 
General Ration Order 5. 


These hospitals have gone to their local war. 


price and rationing boards and made requests for 
additional allotments of food. In their concern for 
the sick and in their attempt to take care of the 
situation some boards in all honesty have granted 
these supplemental allotments as requested by the 
hospitals. This has resulted in excess amounts 
being given to certain hospitals, whereas others, 
because their boards were stricter and hewed 
closer to the line, were not receiving an adequate 
amount. 


For that reason we have been working with rep- 
resentatives of the American Hospital Association 
and other hospital groups, such as the Protestant 
Hospital Association, the National Catholic Wel- 
fare Council, and certain public institutions, and 
officials in the different government agencies in 
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Washington, in an effort to determine how this 
situation can be controlled in all equity and fair- 
ness to those affected. 


During wartime we must conserve food. I was 
very much interested in what has been said at this 
conference about ways in which adjustments can 
be made in operations and ways in which modifi- 
cations can be made in menus, in order to live 
under war conditions. We hope war conditions will 
not last long, but the indications are that they are 
going to last for a little while. The longer they last, 
the more difficult our problem is going to be. 


Therefore, we have been making continuing 
studies of this whole problem. We have also been 
endeavoring, through information programs, to 
bring to the attention of the public this problem as 
it affects all institutional users of food. There is 
now being conducted one of the most extensive 
programs explaining the technique of food ration- 
ing, that has ever been undertaken by any govern- 
ment agency. 


The Department of Agriculture, the Office of 
War Information and the Office of Price Adminis- 
tration are all working together and using all the 
available facilities, from coast to coast. 


Circulars Available 

In order that the hospitals may be tied in with 
this huge publicity program, the Office of Price 
Administration is preparing certain special mate- 
rials for your use. Unfortunately, budgetary limita- 
tions make it impossible for us to provide you with 
an ample supply of all this material in its finished 
form. But we are in position to furnish you with 
copies, which you can use in preparing material 
for your own use. 

The circulars which we have we shall gladly 
make available to you as long as the supply lasts. 
You may post them in your dining halls as certain 
hospitals are now doing with material which we 
have brought to their attention, as well as other 
material which we have told them about and which 
they have prepared. If you will make your specific 
requests to me in Washington, I shall be glad to 
see that such material is sent to you. 


Our information service has prepared certain 
pieces of copy, “menu spot items,” to help you in 
this matter. One of these reads: “If you waste some 
of this food, you waste part of precious war sup- 
plies, because food is a weapon of war. It strength- 
ens the people holding the home front, like you, 
and it maintains our fighting forces on battlefronts 
around the world.” Such material can be printed 
on a small menu card or tip-on which can be placed 
on your tables or on your trays. 


Another reads: “If.we are unable to serve you 
some particular dish, stop a moment and consider 
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the fighting man, who is now sitting down to a 
canned field ration somewhere in the jungle or 
the desert.” 


Another one: “Changes due to the war are being 
accepted by Americans with courage and good 
cheer. We are rationed and glad of it because we 
know that we are sharing with our armed forces.” 


We have been conducting a series of continuing 
studies of problems incidental to the rationing of 
food to hospitals. A group has been meeting regu- 
larly with us in Washington, medical men and 
others thoroughly familiar with the problem of 
feeding in hospitals. 


Dr. Russel M. Wilder, heading the civilian food 
requirements branch, has been working with us in 
determining the special dietary requirements of 
specific diseases, both for the individual household 
consumer and for the person in a hospital. 


Cooperation from the A.H.A. 


The American Hospital Association has been 
cooperating with us very generously. Members of 
a special committee, established to study this prob- 
lem in cooperation with their Wartime Service 
Bureau, and representatives of other hospital 
groups have come to Washington whenever we 
have asked: them. 


Nobody knew before food rationing began, just 
what the impact of any food-rationing program 
might be upon the hospital or upon any other 
group of institutional users. We had to try it out. 
And remember that we’ve been operating under 
this overall program for less than two months now. 


There have been hardships, yes. There may have 
been undue hardships, but we want to correct 
those as rapidly as possible. You have been ac- 
customed to sacrifices in hospital work, and dur- 
ing the month of December, which unfortunately 
was the month selected for a base to determine 
allotments, you had been rationing yourselves 
more than many other users of foods. 


We are making our studies, and we shall con- 
tinue to make them until this problem is com- 
pletely solved. We hope that very shortly we shall 
have a solution which should take care of 90 to 95 
per cent of all the hospitals in the country; the 
others will be’ taken care of through the special 
dietary needs of those having specific diseases. So 
section 11.6 of General Ration Order 5 will then 
be used only in special cases to meet the dietary 
needs of specific diseases. 


We hope you will not bombard us, as so many 
institutional users have, with complaints and infor- 
mation often too inadequate to have much mean- 
ing for us except that you are finding things 
difficult. We hope also that you will not take the 
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time of your representatives in Congress, or your 
friends in Washington or other government agen- 
cies, but that you will bear with us in meeting this 
problem; that you will operate, as you were 
requested by the American Hospital Association, 
through its Wartime Service Bureau, by sending 
to them specific information about your own situa- 
tions and by furnishing them the data which they 
have requested to aid us in our studies, so that 
these matters can be sifted carefully and thor- 
oughly and according to a sensible pattern. 


Then those few of us who are giving day and 
night of our time and energy to this problem in 
Washington will not have to dissipate that time 
and energy in answering letters or in dealing with 
problems with which we all are thoroughly 
familiar, but which you feel it is necessary to bring 
to our attention again. 


Therefore, I would ask you to use the facilities 
which have been set up through the Wartime Serv- 
ice Bureau of your American Hospital Association 
and leave us free to work on these problems so 
that we shall not be retarded in our efforts to solve 
them promptly. We want to solve them, and we 
want to solve them quickly, because we feel that - 
they will contribute in great measure to returning 
to action on the home front many of our men and 
women who are now taken out of action because 
of illness, injury or some other reason. 


We ask your cooperation. We have been receiv- 
ing it through your representatives. We know that, 
if we work together, this whole battle on the home 
front is going to be easier for you and for us. 





Statistics on Missing Personnel 


Some truths about the hospital employment 
problem were presented by Harry M. Benjamin, 
superintendent of Mount Sinai Hospital, Philadel- 
phia, to the April 15 war conference of the Hos- 
pital Association of Pennsylvania. 


After canvassing a hundred hospitals, Mr. 
Benjamin reported seventy-eight with an acute 
shortage of personnel and twenty-two with no 
immediate shortage. Average loss among the sev- 
enty-eight was 17 per cent. Of the 1240 persons 
missing from their old posts, twenty-one had gone 
into the Navy, 199 into the Army, 753 into indus- 
trial jobs and 267 into assorted other fields. 


Even those hospitals reporting no shortage were 
experiencing a tremendous turnover. The turn- 
over rate ranged from 100 to 200 per cent. Mr. 
Benjamin found replacement personnel has been 
painfully inferior, not only diluting efficiency but 
damaging the morale of old employees still on the 
job. 
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The Story of Priorities and Rationing 


EVERETT W. JONES 
Head Hospital Consultant War Production Board 


ing requirements which this war has imposed 

on American industry. The War Production 
Board, deals with what are known as the claimant 
agencies— such as the Army, the Navy, the Mari- 
time Commission, the administrators for rubber, 
food, and petroleum, the Office of Defense Trans- 
portation, the administrator for lend-lease, the 
Board of Economic Warfare, the Office of Civilian 
Supply. 

All these agencies have the right to claim a 
share of war production—and each of them needs 
incredible amounts of everything all the time. 
Transforming industry from a peacetime to a war- 
timé basis naturally has required vigorous stream- 
lining of our civilian economy. We have had to 
sacrifice new production of automobiles, radios, 
washing machines, vacuum cleaners, and dozens of 
other products which only a year or two ago we 
took for granted. 


Fis PEOPLE have any conception of the stagger- 


But, to me, it is a startling revelation of the hid- 
den power of America that we have been able to 
produce, for total war, on the present gigantic 
scale without disturbing civilian life more than 
we have. Today, we are turning out more goods 
for war than we ever produced for our peacetime 
needs—yet we have enough industrial power left 
over to keep civilian standards of living at a decent 
level. Here alone, of all the countries of the world, 
the rationing of shoes makes news. 


Production Figures 


A few years ago, we began to increase the pro- 
duction of war goods in America on a modest scale. 
Then we were thinking in terms of defense. Now, 
of course, our thinking, like the thinking of every 
American, has sharply changed. Since Pearl Har- 
bor, our job at WPB has been to gear American 
production to the tremendous requirements of vic- 
tory in this greatest of all wars. That is why WPB 
exists. We have put everything we have into a 
single coordinated effort toward that victory. 


I think I can safely say that it is the biggest 
economic undertaking in history An undertaking 
so vast, in fact, that, in order to make it work, we 
at WPB have had to be granted very large powers. 
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In 1940, the year when Germany smashed her way 
across Europe—the year when the peril to the 
United States became apparent to everyone—the 
amount expended for munitions and war construc- 
tion amounted to approximately four billion dol- 
lars. In the next year, 1941, still a peacetime year 
for this country, the amount rose to over seventeen 
billion. 


Our Increasing Might 


In 1942, the year after Pearl Harbor, the year 
that the War Production Board came into being, 
war production soared to over forty-eight billion. 
This year of 1943, as the might of this nation makes 
itself felt in the all-out war effort, war production 
will amount to over eighty billion dollars worth 
of munitions and construction. 


The major problems of civilian industry in 1943 
will stem from the low levels to which civilian 
production has been and will be curtailed by 
materials shortages and the increasing shortages of 
productive facilities like labor, transportation and 
power. In most of the important critical materials 
—steel, copper, aluminum and rubber—civilian 
production has been severely curtailed. In 1943 
only one and a half per cent of the total steel being 
produced will go into consumers products. Only 
about seven per cent of the copper used for con- 
sumers goods in 1940, a fairly normal peacetime 
year, will be so consumed in 1943. 


This year, less than six per cent of the crude 
rubber used in 1940 for civilian purposes will be 
available for civilians—and this includes such 
necessities as medical and drug supplies and food 
preservatives. 


High-grade aluminum has been eliminated 
almost completely for purely civilian uses. With the 
tremendous job of converting American industry 
to war purposes and the accompanying drastic 
limitation of the production of consumers’ goods 
largely completed, the war production board enters 
its second year with a new set of problems and 
responsibilities. 


The war production picture is vastly different 
today than it was in January 1942, when WPB was 
organized. The volume of war production has 
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increased four and a half times; expenditures have 
reached the mammoth total of more than seven 
billion dollars a month. American industry has 
largely accomplished its shift to war work, and 
new facilities are either completed or well under 
way. 


The need for strict control by WPB over indus- 
try can be understood only in the light of radical 
changes that have been taking place in American 
economy since the beginning of the war. The U. S. 
economy today is one of scarcity—scarcity of 
materials, manpower, machines and other resources 
The “natural”slaws of supply and demand can not 
regulate industry in this kind of an economy, be- 
cause the normal relation of supply to demand has 
been completely reversed. 


Demand—for both war materials and consumers’ 
goods—is absolutely unlimited, while supply is 
strictly limited by the availability of materials, 
labor, and facilities. In the peacetime economy, the 
volume of production in a given period was deter- 
mined by what could be sold. There were always 
sufficient “resources to produce enough to meet 
demands for essential goods. 


In the economy of a modern war, supply, not 
demand, becomes the controlling factor in produc- 
tion. Demand for planes and ships and guns is 
unlimited. At the same time, increased industrial 


activity and soaring purchasing power has created 
an almost equally unlimited demand for con- 
sumer’s goods. 


Supply, on the other hand, is limited. This 
nation just does not possess the resources, either in 
terms of manpower or materials, to produce every- 
thing we need, let alone those things we would 
like to have. 


New Structure 


An entirely new kind of economic structure is 
called for. Instead of planning production as it 
was planned in peacetime—without regard to the 
supply of raw materials—we are faced with the 
necessity of producing within a strictly deter- 
mined budget of raw materials and other 
resources. 


Since prices and variety of goods and the quan- 
tity produced are no longer automatically deter- 
mined in the market-place, this wartime economy 
requires artificial controls. It is this new kind of 
economic structure that the WPB is trying to set 
up, adjust, and make work. 


WPB must serve as an umpire between conflict- 
ing demands for critical materials. The needs of 
the Army must be balanced against those of the 
Navy, those of industry for expansion of facilities 
against those of the farmer for new equipment, 
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those of the home front against those of the battle 
front. Materials must be allocated in such a man- 
ner as to assure the maximum production of the 
weapons we need most in the order in which they 
are needed, and at the same time to permit main- 
tenance of a sound civilian economy. 


While dividing available supplies and making 
every effort to increase them, WPB has the 
related job of seeing that existing supplies are made 
to go as far as possible. This is another function 
which will become increasingly important in the 
coming year. 


More Economies 


Changes in specifications which reduce the 
amount of critical material in a given product per- 
mit the production of more units. Substitution of 
the relatively plentiful for the scarce releases 
critical material for other uses. These savings 
must be accomplished by detailed and specific 
orders and by suggestions and recommendations to 
industry. 


With scarcity the order of the day, the next year 
must see increasing economies effected by effi- 
ciency. America must find the way to accomplish 
each necessary job with fewer men and with less 
of the scarce resources normally used. This 
extended, overall conservation program, in the 
broadest sense of the word, is one of WPB’s major 
jobs for 1943. 


Of course as Jim Hamilton has said, we, as a 
people, love to grouse about the inconvenience of 
everday life. It is a part of our tradition of free 
speech to say a little more than we think. But 
historically we are noted for our ability to meet 
danger with intelligence and courage. There are 
few among us who are not anxious to accept 
every necessary sacrifice in order to bring this 
war to a swift, victorious end. 


American industry today is producing supplies 
for what is becoming the most powerful army and 
navy in the world; it is supplying the best-fed 
and best-clothed people and the best equipped 
homes in the world; and at the same time, it is 
helping to fill essential needs of the armies and 
people of our allies. Nowhere else but in America 
are there enough resources, enough machinery, 
enough capital, enough skilled labor, enough able 
management, to perform such a miracle of pro- 
duction. 


At this time it is desirable that we do not cur- 
tail civilian production much further. On the other 
hand, we must not be too optimistic. In these 
uncertain times, there is no telling how heavily the 
hand of war may yet fall upon us. But I am con- 
vinced that psychologically we Americans are 
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now in fighting trim. We are ready for whatever 
may come. 


Thus far the attrition of the civilian economy 
has been due largely to materials shortages. Now, 
however, we are begifining to develop serious 
bottlenecks in labor and fuel. Manpower, particu- 
larly, is becoming critical. The manpower prob- 
lem thus far has been localized. Its prospective 
spread is evidenced by the estimates of the War 
Manpower Commission that three and two-tenths 
million workers will have to be withdrawn from 
civilian industries and trades for selective service 
and war industries. 












Shrinkage Ahead 


The core of essentiality of civilian industries 
and trades must be preserved no matter what the 
manpower demand may be. As the manpower and 
other bottlenecks squeeze tighter, civilian produc- 
tion will be decreased even in those fields like 
textiles and other soft goods where materials are 
not short. Consequently, we may expect all parts 
of the civilian economy to shrink as the war goes 
on. This is not only true of production but also of 
the distributive and service trades. 











One of our most serious problems is to maintain 
an effective distribution and service system on 
short rations. How slim the civilian economy 
becomes depends, of course, on the length and 
intensity of the war. For the immediate future no 
one expects the bottom to drop out. Estimates for 
1943 indicate that the quantities of consumer 
goods and services purchased will be about fifteen 
per cent below 1942 and perhaps as much as 
twenty per cent below in the second half of 1943. 









This will still be comfortably above the mini- 
mum or bedrock of consumer requirements as 
estimated by the office of civilian supply. This 
prelude leads up to a basic civilian policy that I 
want to discuss, a policy which at least underlies 
the thinking of the Office of Civilian Supply; 
namely, a healthy home front is essential to the 
maintenance of a healthy fighting front. 














I believe all of us who are concerned with civil- 
ian supply are agreed on that fundamental. I 
believe further that all of us, whatever place we fill 
in the wartime civilian supply economy—whether 
as manufacturer, government servant or hospital 
administrators in a role akin to quartermaster for 
the civilian population—are agreed that a major 
test to be applied to any issue involving civilian 
supply is this: “Does the decision contribute max- 
imum value in an over-all manner to the war 
effort? 


If we endeavor to look ahead over the next 
twelve to eighteen months and evaluate the diffi- 
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culties with which civilians are likely to be con- 
fronted, large parts of the field seem fairly clearly 
blocked out. Already we have experienced short- 
ages in such things as batteries for hearing aids 
and for radios used by farmers in non-electrified 
rural areas, as well as other shortages, particu- 
larly in services for civilians. As the war goes on, 
there are likely to be increasingly severe short- 
ages on nearly the whole civilian front, from food 
and clothing to laundries and fuel, and from house- 
hold repair parts to medical services. This is the 
inevitable concomitant of war, and is a price we 
are all glad to pay. 


In many areas, the shortages are likely to be so 
severe that unless appropriate action is taken in 
advance, supplies to civilians will fall below the 
minimum essentials. Then civilian health, safety 
or morals will suffer, and war production itself 
would inevitably decline. We are dealing in 
human values. Human beings have certain require- 
ments if they are to be kept at peak efficiency. 


Analysis of the problem begins to bring us down 
to a fundamental principle on which the civilian 
supply economy in wartime is based. A term 
which has a multitude’of shaded meanings enters 
our consideration. It is the term “essential.” On 
the nature of “essential” in wartime hinges many 
decisions. It is obvious that there could be many 
different interpretations under many different 
circumstances. The trend of the war, the outlook 
for a longer or shorter war—many factors affect 
the meaning of “essential” at any given time in 
any given area of the economy. 


Meaning of Essential 


By and large, though, something fairly definite 
evolves as the true meaning today of “essential.” 
It is being interpreted broadly to mean that 
degree below which more would be lost to the war 
effort than would be gained by further sacrifice. 
Our final thought—and I know that I speak for 
my associates as well as for myself when I say 
this. We have confidence in what we are doing, 
and we believe that the people share that confi- 
dence. Our responsibilities are undeniably heavy. 
But at the same time, we get a great deal of sat- 
isfaction out of our work. It is inspiring to play a 
part in helping wartime America tap her enor- 
mous reserves of power. 


The lights that blaze in our war factories of 
nights are more than promise of thousands of 
planes and tanks and guns. They are beacons for 
the world in a dark time. We of the War Produc- 
tion Board have helped to turn on those lights and 


we intend to keep them shining until the day of 


victory. 
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Some Means of Dealing With a Legislature 


MERRILL F. STEELE, M.D. 


instituted, must be superceded by a well func- 

tioning state hospital association. This asso- 
ciation quite naturally must be governed by a 
board of trustees who must be organization-con- 
scious and whose personnel must undergo not too 
rapid a change. 


= progress, in order to be properly 


A state relations committee must be appointed, 
and it should meet independently of the board in 
sessions involving detailed work. Continuity of ef- 
fort can be insured in this connection by having 
the committee chairman attend all board meetings. 
In this way, the committee can protect its long 
range program from various acts of the board, and 
the trustees can exercise their proper control over 
the committee through its chairman. 


When a state is large enough to warrant the ex- 
pense, a full time secretary should be employed 
with a centrally located office. Otherwise, some 
member of the state organization should carry the 
title of executive secretary and keep the program 
intact through his part-time effort. 


Legislation affecting our hospitals at present 
falls into four distinct categories, divided on the 
one hand by the type of patient and on the other 
by the political subdivision which may be asked 
by law to defray the expense of care. The four 
classifications are: 

_ 1 Industrial accidents which necessitate hospital expense 
in caring for the patient, injured while gainfully employed. 


2 The accident which occurs on a highway, the patient 
being taken to a hospital as an emergency case—receiving 
sere care only or complete hospitalization. He is medically 
indigent. 


3 The resident of your county, township or municipality 
ordered to the hospital as a medical, surgical or maternity 
patient, yet without sufficient funds. 


_4 Licensing law for hospitals to protect state associa- 
tions, which include all the hospitals, against professional 
practice within the institution. The whole idea here is to 
afford the greatest protection to our patients. 

Considering the industrial patient, I think we 
have an ideal situation in Ohio. I will pass on to 
you briefly the method of operation and what it 
means to the hospitals. 


The State Industrial Commission consists of 
four commissioners appointed by the governor, one 


ee 


From “Legislation Affecting Hospitals,” presented before the 
Kentucky Hospital Association at Louisville on April 8. Dr. Steele 
Is chairman of the State Relations Committee of the Ohio 
Capital jissoctation and superintendent of the Christ Hospital, 

cinnati. 


June 1943 


representing manufacturing interests, one labor, 
one the public in general and the fourth acts as 
chairman. 


Many years ago a few of the leading administra- 
tors in Ohio became hospital-cost conscious and 
worked out a system whereby all hospitals which 
were members of the state association weuld sub- 
mit their costs on a uniform annual report that 
asked for specific data. In the first place, this 
caused the hospitals to follow a more or less uni- 
form system of accounting. Second, by having the 
uniform annual report, all data assembled for de- 
termining the per capita per diem cost for each 
patient could be accurately determined. 


Annual Audit 


The annual report is filled in by the hospital 
accounting department, submitted to and approved 
by the state director of health. An Industrial 
Commission auditor annually calls on the hospitals 
and audits these reports. He takes out of the ex- 
penses any items which, according to our contract 
with the commission, should be excluded. 


Many times an item is charged to direct expense 
when it should have been capitalized. These are 
all minor matters when it comes to the audit and 
they result in very little controversy. When such 
reports are approved by the state director of 
health, they portray the actual per capita per diem 
cost of every patient. 


When figuring patient days, the principle of four 
infant days for one adult day is followed. This of 
course brings about a higher per capita per diem 
figure than the older method. Here is one of many 
instances of a state relations committee gaining 
the commissioners’ whole hearted cooperation. 


Each time we have a proposition to take up with 
this political subdivision, it means a drawing to- 
gether of such hospital interests as pertains to 
dealings with an important state agency. In our 
contracts with the commission, we even have an 
emergency room fee schedule, which makes for 
good administrative practice and avoids all con- 
troversy as to expense incurred in a commission 
case. The usual rate is one half the per diem cost. 


Another important item concerns patient care 
given by Sisters and Deaconesses. We have a 
donated service schedule, which may be used by 
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the Catholic and Deaconess hospitals in recovering 
costs from the state. 


Any question raised by the commission in all 
these matters is submitted to our central office in 
Columbus and handled through.the State Relations 
Committee. As a rule, the hospital considers the 
matter closed after a decision has been reached by 
both parties. 


We have arranged thus far with the commission 
for a ceiling of $6.50 for semi-private or ward ac- 
commodation. If a patient asks for private accom- 
modation, he pays the difference. If the doctor 
orders a private room, however, the hospital must 
provide care at the regular per capita per diem 
cost. Ohio hospitals were paid $1,238,698.78 last 
year. 

Motor Vehicle Law 


Much has been written in hospital journals con- 
cerning the Ohio Motor Vehicle Law. I think I 
need only bring out the salient points, including 
the results as these relate to hospital finances. 


This law was enacted in 1934. It is operated on 
the proceeds of a 19-cent fee extracted on the sale 
of each automobile license tag. A separate bureau 
was established under the registrar of motor 
vehicles, and bureau inspectors call on the hospi- 
tals involved after investigating highway accidents. 


This procedure naturally applies only to the 
medically indigent case, and each such case must 
be investigated by a local welfare organization. 
Inspectors may question the indigency of any 
patient passed by the welfare organization, of 
course, but we have had the finest cooperation and 
are amply repaid for enduring the necessary red 
tape in reporting such cases. Since enactment of 
the law, ninety-eight Ohio hospitals have annually 
received state remuneration averaging more than 
a quarter million dollars. Through 1942, the total 
was $2,119,452.37. 


Matching Procedure 


Our approach to the problem of state aid to local 
communities has taken the form of a bill intro- 
duced into the Senate under the designation of 
Senate Bill 192. There is an obvious need of legis- 
lation which will systematize the handling of 
medically indigent patients who must look to their 
township for payment of hospital costs. In Ohio, 
payment of such bills is merely permissive. 


In most instances, when the township trustee is 
approached for payment, he need only reply that 
he did not authorize the patient to go to the hos- 
pital. Even when hospitalization has been author- 
ized, the hospital often waits many months before 
receiving payment. 
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A sound procedure in such cases seemed to be a 
50-50 matching of township or county funds with 
state funds, and this is provided in the bill we have 
had drawn. Let me outline the bill, by sections. 


1 Hospital care is defined as care furnished in 
the general hospital, maternity, or children’s hos- 
pital at public expense including such services as 
the physician in charge deems necessary. This is 
protection for the hospital, for who knows better 
than the doctor when a patient needs hospitaliza- 
tion? 

2 We set up the appropriation feature of pay- 
ment: From appropriations to the State Depart- 
ment of Welfare for hospital care, there shall be 
contributed monthly to each of the several coun- 
ties, municipalities and townships an amount equal 
to fifty per cent of the obligations incurred by such 
government unit in providing hospital care for any 
person in need of it and unable to pay for it; pro- 
vided that if hospital care is furnished to any per- 
son continuously for more than sixty days, further 
authorization must be obtained from the director 
of public welfare. 


In no event shall any contribution, when com- 
puted on a per capita per diem basis, exceed the 
fifty per cent of the daily cost of care as deter- 
mined by the uniform annual report by the State 
Department of Health. 


3 The Department of Public Welfare is given 
authority to govern the method of determining 
whether the person is able to pay his hospital bill. 
Nothing in such regulations, however, shall inter- 
fere with the right of the attending physician 
to determine the need of hospital care, the dura- 
tion thereof, and the time of discharge, or interfere 
with the established rules of the hospital relating 
to admittance and care of patients. 


Finally, there is a classification of patients, ex- 
cluding such cases as (a) pulmonary tuberculosis, 
(b) mentally ill, (c) motor vehicle accidents which 
we have already covered under another bill, (d) 
industrial cases, (e) cases where hospitalization 
is already available to a patient under laws en- 
acted by the Congress of the United States or the 
legislature of another state. 


What Happened 


This bill was referred to the Health Committee 
of the Senate and on March 29 the State Relations 
Committee appeared before that body. The Asso- 
ciation president opened discussion before the 
Senate Committee outlining the need of such a bill 
in view of the growing inability of cities, counties 
and townships to meet their obligations financially 
for the care of the indigent sick. 


In the rebuttal, the director of the Department 
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of Public Welfare took the floor. He opposed our 
bill (and I pass this information on for the bene- 
fit of those interested in such legislation) on the 
grounds that the administration feature would be 
too much of a burden. The fact of the matter is 
he called it an “administrative monstrosity” due to 
the fact that his department would have to deal 
with 1100 townships, 88 counties, and 110 cities in 
the State of Ohio. We were not given a chance to 
refute these arguments, because we had taken the 
stand that local welfare organizations could be 
used in investigating such cases the same as we 
prove indigency in the case of motor vehicle acci- 
dent victims. 


The Welfare Director suggests that the Bill be 
redrafted and that it be placed on a county-wide 
basis, eliminating the township trustees entirely 
from the picture. 

It is my feeling now that our State Relations 


Committee will approach the next session of the 
‘egislature along a county-wide measure as sug- 


gested. I feel we have made definite progress in 
the legislature and that by having our Bill intro- 
duced we stand in good stead of one hundred per 
cent cooperation from the legislature, meaning the 
ultimate passage of this bill. 


In the beginning of this paper, I suggested it was 
well for the chairman to attend board meetings, to 
give the trustees an opportunity to change any 
proposed legislation that might be contemplated 
by the State Relations Committee and at the same 
time give the latter Committee an opportunity to 
defend a long range program. 


I can cite you a specific instance of how this ma- 
chinery worked with respect to the Hospital 
Licensing Bill which our committee has drawn up 
for introduction at this session of the Ohio Legis- 
lature. On being presented for approval, the trus- 
tees felt this bill should be further studied. It was 
also suggested that several controversial points be 
further considered in the redrafting, and so the 
matter stands at this time. 





Eleventh Chicago Institute for Hospital Administrators 
Knickerbocker Hotel, August 30 to September 10, 1943 


Administrators conducted by the American 

Hospital Association will be held at the Knick- 
erbocker Hotel, August 30 to September 10, inclu- 
sive. Cooperating with the American Hospital 
Association will be the American College of Hos- 
pital Administrators, the American College of 
Surgeons, the American Medical Association and 
the Chicago Hospital Council. 


Holding the Institute at the Knickerbocker Hotel 
brings the Institute to the Near North Side which 
under present housing and transportation condi- 
tions will have many advantages. The Knicker- 
bocker Hotel is situated on Walton Place, between 
Michigan Avenue and Lake Michigan, about one 
mile from the center of the Loop. It is near the 
Chicago campus of Northwestern University and 
within walking distance or within convenient 
transportation to demonstration hospitals. This 
promises to be an ideal setting for the Institute. 
Living quarters and class rooms will be under one 
roof. First class accommodations will be provided 
for Institute registrants at reasonable rates. The 
Town Room and foyer leading to it on the four- 
teenth floor will be reserved for lecture room 
and conferences. Meals may be had in the hotel. 
Also, many interesting and attractive eating places 
are conveniently located near the hotel. 


T* Eleventh Chicago Institute for Hospital 


As in previous years the Institute will be under 
the directorship of Dr. Malcolm T. MacEachern, 
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chairman of the Institute Committee which, in 
addition to Doctor MacEachern, consists of Asa 
S. Bacon, Mabel W. Binner, Edgar Blake, Jr., 
George Bugbee, Dean Conley, Dr. Roger W. 
DeBusk, Karl G. Hauch, Ada Belle McCleery and 
Dr. G. Otis Whitecotton. 


The program will follow the general outline of 
previous Institutes. This year the lectures, demon- 
strations and round tables will be based upon prac- 
tical means to help solve present-day hospital 
problems. Special consideration will be given to 
superintendents and key persons who are in new 
administrative positions and also to experienced 
administrators with special institutional problems. 


In order to complete arrangements for the Insti- 
tute and to plan the program with the possible 
interests of the group in mind an early registration 
is desired. A minimum of fifty registrants must be 
assured by July 15 if there is to be an Institute 
this year. 


Registration is open to men and women who 
hold, or within recent years have held, the position 
of administrator or head of a department in a hos- 
pital. Registration fee is $12.00. 


For further information concerning the Institute 
write to Miss Agnes M. McCann, Secretary of the 
Institute for Hospital Administrators, American 
Hospital Association, 18 East Division Street, Chi- 
cago, Illinois. 





An Example of Wasted Professional Skill 


MARIE L. LUPPOLD 


ITH a contribution of 36,000 more nurses 
WV: the armed forces, this year’s assign- 
ment, it is plain that hospitals will have 
to perform a feat of dilution with their remaining 
personnel which will tax the resourcefulness of 


every administrator. 


Our task is to “retain adequate professional care 
to insure all service necessary to produce max- 
imum results in the care of the sick.” How can this 
be done under the circumstances? 


Part of the answer lies in a recent survey made 
by a general hospital with non-segregated patients, 
wherein it was found that one patient whom we 
shall call Mrs. A. (diagnosis: diabetic and cardiac) 
was receiving care thus: 


T.P.R. Rest period 


Staff doctor examination 


Pre-breakf 
re-breakfast care Afternoon nourishment 
Breakfast T.P.R 


Bath and Change of bed afternoon care 
Medications 
Luncheon 
Trip to X-ray 


Medications 
Supper 
Preparation for bed 

In all that list there are two items which must 
actually. be in the hands of a graduate nurse, or 
student under supervision, and they are the medi- 
cations which this patient receives. 


The diet is checked by a dietitian and only needs 
to be served. Except for an overall glance, this 
patient can safely be cared for by a satisfactory 
nonprofessional worker. 


Across the hall from Mrs. A is Mrs. B, a first 
operative day craniotomy. Needless to say, this 
second patient requires professional service of the 
highest order, because her care involves knowl- 
edge of symptoms to an experienced degree, and 
also operation of such apparatus as blood pressure 
apparatus and other equipment. 


These designations as to the assignment of pro- 
fessional and nonprofessional care would have to 
be made by the charge nurse, who must know the 
needs of her patients. 


In that way, both patients get adequate profes- 
sional care. If one needs only thirty minutes a 


From “Meeting the Increasing Difficulties of Hospitals in Main- 
taining Adequate Professional and Non-Professional Personnel 
During W e,”” — at the War Session, Amercian Col- 
lege of Surgeons, March 29, 1943, by Miss Luppold, director of 
nurses, Methodist Hospital, Houston, Texas. 
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day, why should she be given hours that will not 
hasten her recovery when it will help to hasten the 
recovery of another? 


Until all nonprofessional duties are removed 
from the graduate staff, the maximum use of that 
group will not be possible and the most efficient 
dilution of available resources will not be made. 


It is easy to understand why nurses acquired so 
many duties that do not fall in nursing categories, 
and why it is so difficult after all our conditioning 
to distinguish between nursing care and nursing 
service. The nurse was already present and giving 
care when all these dozens of services just came 
into being. 

I sometimes wonder just what some members of 
the nursing profession would have designated as 
“nonprofessional” services fifty years ago. Once 
upon a time, you remember, the doctor had to 
come before a patient could have his temperature 
taken—and so we have come through the ages. One 
day it is something only very special skill can do; 
next day, this turns out to be just an ordinary 
chore. 


How to Dilute 


On this point of diluting the existing staff. Dr 
George Baehr of the U. S. Public Health Service 
outlined a program which is worth re-reading. I 
give it to you here: 


1 Evaluate the amount of professional nurs- 
ing care necessary (a) from the standpoint of 
care given, (b) from the acuteness of the pa- 
tient’s illness. 


2 Relocate divisions. Establish recovery 
rooms to which all patients return who are 
post-operative and are recovering from an- 
esthesia. In this case, one or two nurses can 
care for many more patients in a large area 
than they could be assigned to care for if the 
patients were returned to private rooms on 
different floors. 


3 Provide as much trained auxiliary help, 
paid and volunteer, as is necessary to facili- 
tate the type of arrangement you make. It is 
to be remembered that long before the war, 
hotels did not pay salaries to waiters to fetch 
and carry. Hence, the bus boy. Beauty parlors 
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did not plan for an expert operator to spend 
her time gathering up articles which had been 
used for treatments. An auxiliary worker 
made ready for another treatment while the 
operator proceeded with her work. 


It seems that much auxiliary help could do 
many things of this same nature for nurses. 
The list of duties for subsidiary workers can 
be greatly increased in almost any instance. 


4 Provide just as high standards for your 
staff as you expect them to maintain in the 
care of their patients. After arranging for work 
to be done with equipment that uses less ef- 


fort—and after sufficient nonprofessional help 
is provided to save the valuable time of your 
staff—then personally look to their comfort in 
living arrangements, salaries, opportunities for 
education. In general do everything that will 
improve living conditions. 

Before anyone facing responsibility in the nurs- 
ing assignment for 1943 undertakes this project, I 
recommend that the paper read by Claire Den- 
nison at the League’s biennial convention last June 
be thoroughly studied. Its title was “Maintaining 
the Quality of Nursing Service in the Emergency.” 
It is published complete in the American Journal 
of Nursing for July 1942. 





| First WAAC Hospital Unit 


pital Unit, organized to replace able bodied 

men in laboratories and hospitals of Army 
posts and stations, is now serving at Station Hos- 
pital, Fort Oglethorpe, Georgia. Other such units 
are being organized within the WAAC and will be 
sent to various Army posts. 


The duties performed by the WAACs are those 
of dental and medical technicians, laboratory and 
x-ray technicians, pharmacists, pharmacy and sur- 
gical technicians, hospital mess sergeants, cooks, 
chauffeurs, clerks, typists. They assist Army doc- 
tors in the treatment of minor ailments. They act 
as receptionists and medical secretaries in the hos- 
pital and dispensary office. They administer innoc- 
ulations against tetanus, typhoid and smallpox. 
They not only help to care for soldiers at the fort, 
but also the soldiers’ dependents. 


Colonel Frank E. Wilson, post surgeon and com- 
manding officer of the station hospital, is quoted 
in a release from the Fort as being pleasantly sur- 
prised by the WAACs’ efficiency and spirit. Among 
the corps members, he has several with consider- 
able experience. 


Te FIRST Women’s Army Auxiliary Corps Hos- 


Technician Fourth Grade Florence G. James of 
San Francisco is a medical stenographer taking 
down medical terms in rapid dictation and also 
knows chemistry. For twelve years she was chief 
stenographer in the x-ray department of Stanford 
University. 

Technician Fifth Grade Edythe Rozelle is sani- 
tation inspector, responsible for a high standard 
of cleanliness in mess halls and hospital. She was 
a sanitation inspector in New Jersey before enlist- 
ing and has just completed a course in mosquito 
control at Fort McPherson, Georgia. 


Third Officer Leonie Flynn is chief of the med- 
ical supply office. In civilian life she was in charge 
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Goes Into Active Service 


U. S. Army Signal Corps Photo 


On duty at Fort Oglethorpe Station Hospital, left to 
right: Lieutenant Mary Blythe of Suffolk, Virginia; 
Major Henry M. Carney of Nashville, Tennessee; and 
Leader (Sergeant) Virginia M. Akin of Chula, Georgia. 


of the business section of the Berkeley, California, 
Hospital. Three years ago she made a seven 
months’ tour of South American Hospitals. 


Third Officer Charlotte Fradin, assistant supply 
officer, previously was laboratory technician at 
the Rockland State Hospital, New York. She ma- 
jored in chemistry and biology at Hunter College 
and received her master’s degree at Columbia Uni- 
versity. 


Second Officer Virginia V. Burholt, commanding 
officer of the unit, acquired her background of 
hospital management and procedure on the staff 
of the Pool Hospital at Port Clinton, Ohio. 


Other officers in the unit are: Second Officer 
Dale Van Vactor of Oklahoma City, Third Officer 
Pricilla Emery of Portsmouth, New Hampshire; 
Third Officer Marion Woolworth of Boston, mess 
officer assigned to hospital duty. 
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The Hospital Library 


From the Administrator's Viewpoint 


SISTER M. FLORINA 


of growing importance needs no special argu- 

ment. It goes unchallenged how much good 
reading can do for the patients. Yet the staff doc- 
tors, the interns, and the nurses also need the hos- 
pital library, for they must correlate their infor- 
mation from clinical studies of the patient and 
medical records with an authoritative confirma- 
tion of facts from library sources. In this way the 
library becomes a teaching factor as well as a 
helpful adjunct in solving research problems. The 
library enables the hospital to claim responsibili- 
ties as a teaching institution. 


Teen equipped libraries in hospitals are 


The small hospital may well consider all it 
means in cost alone to have the three libraries— 
medical, nursing and patients—under the full-time 
supervision of one trained librarian. The small 
hospital with such a library is rich indeed, for the 
administrator is assured not only of sound basic 
organization but of convertible organization that 
permits of expansion. When the hospital becomes 
large enough it is not difficult to move each divi- 
sion into three separate rooms or to other build- 
ings, and still keep them under the supervision of 
the one librarian with the addition of clerical help 
and attendants in the various departments. 


Book Service to Patients 


It is not so much of the hospital library’s medi- 
cal and nursing advantages, however, but of the 
book service to patients, that I wish to stress. For 
the patients in the hospital, books are even more 
indispensable than they are for the doctors and 
nurses, since from the hospital’s point of view the 
convalescing patient occupied in reading is a con- 
tented patient. It is not merely the distribution of 
harmless recreational reading matter, nevertheless, 
that counts, for bibliotherapy to be active must 
be positive in its action. It must seek to supply 
those books which may actually change for the 
better a patient’s philosophy of life without inter- 
fering dogmatically with personal or religious 
beliefs. 


I would like to say here that all books in a 
Catholic hospital library for patients need not be 
Catholic to the letter. It is enough that they carry 





Presented at the Tri-State Hospital Assembly, Chicago, May 1943. 
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no deleterious patterns of thought and action. It is 
enough if the hospital librarian brings entertain- 
ment to the guests of the hospital, peace to un- 
happy and depressed souls, or stimulates a confi- 
dent and cooperative attitude in the patient. Any 
reading which can divert the mind from the suf- 
fering body certainly has therapeutic value, but 
if in addition it can turn the mind to beauty and 
the more stable emotions its constructive value is 
heightened. This is true, for what one reads acts 
quickly upon the mind for good or ill. The influ- 
ence is very potent. 


When people are ill they want something to 
read that will give them something to think and 
dream about. Persons differ in their various tastes 
and motives for reading. Either they wish to be 
enlightened, or they wish to catch up on their 
long delayed reading. They may be studying some 
particular subject, or they may request some par- 
ticular author with whom they have formed a 
friendly reading association. Or they may wish 
merely to be entertained. For the most part it may 
be stated that westerns for the men and light ro- 
mance for the women make up the bulk of books 
in the patients’ library. These have their long- 
tried definite place. Mysteries, if they are not too 
exciting, serve their purpose. Almost everyone en- 
joys the unraveling of a detective story. 


In the matter of book selection for patients, the 
ideal way is to read every book that is circulated. 
Illnesses and pathological characters too often ap- 
pear in current books to allow careless reviewing. 
Indiscrimate circulation of such books may prove 
injurious to patients. Yet in these war times when 
help is scarce and everyone is working at top speed 
it is next to impossible to do this. The bibliothera- 
pist has to depend more or less on the current re- 
views and upon those whose opinion she knows she 
may trust. The Hospital Book Guide of the Amer- 
ican Library Association is standard. This is pub- 
lished quarterly and sells for a dollar a year. The 
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Philadelphia Catholic Literature Group, 419 Cro- 
zer Building, Philadelphia, put out monthly lists 
of Catholic books suitable for hospitals. They will 
add the name of any hospital to their mailing list 
for the asking. 


Purpose of Bibliotherapy 


Dr. Frank R. Peterson, head of the Department 
of Surgery, General Hospital, Iowa City, once said 
that he considered books for hospitalized patients 
to be invaluable as a specific for what ails all sick 
people. That remark seems to me almost conclu- 
sive evidence of book value, since it is a recog- 
nized fact that fear lies at the base of an enormous 
amount of human sickness. To help allay that 
fear, then, by keeping the patient’s mind off him- 
self, goes a long way towards stimulating the re- 
covery of mind as well as body. The purpose of 
bibliotherapy, it would seem to me, is to keep the 
mind occupied without straining it. Overscholarly 
books are objectionable for most patients because 
they have a tendency to drain nervous energy. 
Still, individual preferences in reading should be 
considered as much as possible. A highly intellec- 
tual person would not care for reading that is too 
light in content any more than the average read- 
er would like the highbrow books, yet books dis- 
criminately chosen for individual patients often 
furnish the greatest relaxation to emotional ten- 
sion. Reading interests of the sick cannot be 
gauged by reading interests of the well, although 
just taking interest in a good book may often make 
a model patient out of an otherwise disheartened 
or a disgruntled one. 


Careful book selection may be done along gen- 
eral lines. For instance take Willa Cather’s, “Ob- 
scure Destinies.” The story opens with the doctor 
telling his patient that he has a bad heart. It is 
grippingly told throughout, and at the end the pa- 
tient’s death from angina pectories makes this 
otherwise beautiful story by one of our finest 
authors definitely one not for the cardiac patient. 
It is, nevertheless, recommended for doctors and 
nurses to read. Warwick Deeping’s “Sorrell and 
Son,” and “Two Black Sheep,” discuss the prob- 
lem of cancer. No doubt most of you are aware 
that Deeping was a practicing physician before 
he turned to literature. For this reason many of 
his books usually go too deeply and realistically 
into medical details, even though his stories often 
have a fine lift at the end. This is true of Lloyd 
Douglas, especially in, “Green Light,” wherein a 
senior surgeon bungles an operation. This is not 
a book for the pre-operative patient for obvious 
reasons. Books of this kind should be excluded 
from the patient’s library because they have a 
tendency to undermine the patient’s faith in doc- 
tors and nurses. In “Sorrell and Son,” one recalls 
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the tragic death and agonizing description in the 
last chapter—Sorrell’s illness with cancer of the 
liver, and the devoted son giving and overdose of 
morphine to end the suffering. And in “Two 
Black Sheep,” the mother, stricken with cancer, 
invites pneumonia which hastens the end. These 
are not only cruel books for cancer patients, but 
are certainly not in keeping with religious or med- 
ical ethics on the question of euthanasia and sui- 
cide. I am confident that every hospital librarian 
fully understands these things. 


What I am trying to bring to your aitention 
more especially is the Catholic reasons for the bar- 
ring of some books as well as the hospital ethics 
problem involved from the administrator’s view- 
point. Many of you will be working in Catholic 
hospitals, or you may be now thus engaged. This 
is the reason I have been asked to contribute my 
views on the subject. 


Generally speaking, stories in which a doctor or 
a nurse plays a sinister part, or those in which an 
operation goes wrong and the patient dies, or a 
stupidly wrong diagnosis is made; stories which 
give the impression that a light and trivial hospi- 
tal life goes on behind the scenes, where little in- 
terest is evidenced in the patient but much hospi- 
tal intrigue and scandal goes on, certainly are not 
what the superintendent of a hospital wants given 
to hospital patients. “Kings Row,” by Bellamann, 
with its psychiatric characters, is a frightful book 
for patients. Yet this book is required supplemen- 
tary reading for nurses taking psychiatric nursing 
courses, and it has its place in their library. Per- 
sonally, I most certainly dislike the book for any 
use, it is too revolting. 


Good Non-Fiction 


On the other hand, neither is the hospital li- 
brary for patients the place for over pietistic 
books. Lives of the Saints and some books on 
Catholic faith should be in all Catholic hospital 
libraries, but these should be chosen with as much 
of a view to current popularity as to what is good 
literature. Such books should meet every Catho- 
lic challenge, for there is opportunity in the hos- 
pital library for dynamic and noble influence. 


Although many patients prefer books they can 
read in a few hours, so I have been told, I think 
the hospital library should contain some good 
non-fiction books. Current events, it would seem 
at present, come first in interest. Biography and 
travel of the adventure type, come next. The 
Catholic Book-of-the-Month, and the Book-of-the- 
Month selections meet most of these requirements. 
Some of the selections of the latter are not always 
acceptable from a Catholic point of view, how- 
ever. Books like, “The Flying Priest Over the 
Arctic,” by Father Shulte, and “I Saw the Fall of 
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the Philippines,” by Col. Romulo, are safe criteri- 
ons, although Colonel Romulo’s book is vividly 
urgent in appeal. It is included because of its cur- 
rent appeal, but it is too exciting for mothers who 
have sons in the war. 


“Embezzled Heaven,” by Werfel, “The Robe,” 
by Douglas, “Keys of the Kingdom,” by Cronin, 
and “Song of Bernadette,” by Werfel are examples 
of books carrying more or less acceptable Catholic 
thought although written by authors who are not 
themselves Catholic. “Song of Bernadette,” should 
not be given to tuberculosis or asthma patients. 
There is too much detailed description of these 
diseases given. 


It is all of these points that must be considered — 


by the hospital librarian who works with patients 
in a Catholic institution. And often it takes urg- 
ing, persuasion, suggestion, and above all sympa- 
thetic understanding on the part of the adminis- 
trator to win points like these. I state this, since 
many of the hospital librarians who are sent in 
from public libraries do not always understand the 








needs of the Catholic hospital. On occasion, it has 
been my experience that they do not always even 
understand what is needed by the sick patient. 
They will bring in any kind of literature on the 
plea that it is asked for or that it is popular. Ai 
times they have even gone so far as to remark that 
they thought adult readers should be privileged to 
decide for themselves what they should read. It 
was plain to me at the time that they were not the 
kind of forward looking young women who make 
up a group of hospital librarians. In a sense they 
were quite right, perhaps, from their own general 
public library experience, yet I hope I have made 
my point clear by way of explanation merely for 
the patient’s sake. No offense is meant, I can as- 
sure you. 


In closing let me say that if more hospital ad- 


ministrators realized how thoroughly books can ~ 


fill idle hours, and how thoroughly happy hours 
of reading tend to make happy, satisfied patients, 
there would be no need to check on the attitudes 
of outgoing patients to know how much books add 
to the hospital’s credit. 





Federal Hospital Expansion to be Carefully Planned 


All planning for expansion of federal hospitals 
is the responsibility of the Federal Board of Hos- 
pitalization, according to a release from the Bu- 
reau of the Budget. The announcement reads: 


“Citing the rapid wartime expansion of the Fed- 
eral hospitals, the president wrote Harold D. 
Smith, director of the Bureau of the Budget, that 
comprehensive planning, developed at this time, is 
necessary to avoid over-building and to accomplish 
full utilization of existing facilities. He emphasized 
that a second phase of the planning will concern 
itself with the post-war requirements and use of 
hospitals. In both fields great savings in present 
and future expenditures can be accomplished, he 
stated, and the responsibility of the Federal Gov- 
ernment to its veterans be met more satisfactorily. 


“Simultaneously, the President sent letters to the 
Secretaries of War and Navy, the Federal Security 
Administrator and the Administrator of Veterans 
Affairs, directing that no further hospital or con- 
valescent facilities be acquired within continental 
United States until each project has been sub- 
mitted to the Federal Board of Hospitalization. 


“The hospitalization board will be expected to 
prevent unnecessary duplication of facilities by 
different agencies in a given area, to consolidate 
expansion plans and exercise control over the gen- 
eral problem of federal hospitalization, according 
to Director Smith. Recommendations to the presi- 
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dent will be cleared by the Bureau of the Budget, 
of which the Federal Board of Hospitalization is a 
coordinating agency. 


“Of planning for the post-war phase, Director 
Smith wrote General Frank T. Hines, chairman of 
the Federal Board of Hospitalization, “that the 
board immediately undertake the responsibility for 
studying the complete problem of the hospitaliza- 
tion of the veterans of World War II and for the 
development of an over-all plan for meeting this 
responsibility of the federal government in the 
most efficient and economical manner. 


“This study should include determinations as to 
the types and magnitude of the patient loads and 
the rate at which they must be provided for; the 
extent of additional federal hospital facilities, if 
any, which will be required; the most effective 
utilization of the entire hospital facilities of the 
federal government; and the extent to which non- 
federal hospital facilities will be available and 
should be utilized.” 


General Hines stated in an interview, “The presi- 
dent, in directing us to begin our planning now, 
is attempting to avoid the errors and lack of prep- 
aration in federal hospitalization which occurred 
when the veterans returned to their home com- 
munities after the last war. Many of us remember 
the deplorable situation which developed at that 
time. We must not be caught that way again.” 
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Safety in Hospitals—Part 1 


EDITOR’S NOTE: The committee on Insurance and Safety is presenting a series 
of posters and articles on accident prevention and safety. This is the second article 
to appear in HOSPITALS, following an introductory instalment last September. 


time to devote to activities not directly con- 

cerned with best care of patients and efficient 
operation. This “little time” must be wisely used 
for many things. First among them is safety for 
public and personnel. “Accidents do not happen 
... they are caused,” is just as true as “Infections 
do not happen . . . they are the result of careless- 
ness.” To the person who has no emotion except 
concerning dollars, safety still pays. Loss in morale 
and efficiency are the saboteur children of disin- 
terest in accident prevention. Every avoidable ac- 
cident may well be considered a personal discredit 
to the superintendent. 


Te AVERAGE busy hospital executive has little 


The program presented will not fit every hos- 
pital. It should be expanded for the larger institu- 
tions and condensed for the smaller. 


Obviously, the elimination, or at least the con- 
trol, of accidents should be given careful thought 
by every hospital executive. There should be in 
effect in every hospital a comprehensive accident 
prevention program that will help in controlling 
not only employee injuries but public injuries, 
that is, injuries to either patients or visitors, as 
well. 


Your Committee on Insurance and Safety in 
presenting this proposed plan for accident preven- 
tion does so in the full knowledge that certain 
changes may have to be made to fit local condi- 
tions. The plan may be compared to an accordion. 
For very large hospitals the scope of activities of 
the suggested committees may be considerably 
widened or, if necessary, additional committees 
may be formed. In the small hospital the work of 
the committees and individuals charged with the 
responsibility for safety will add very little to 
their present duties. 


The plan is presented in the chronological order 
in which the various steps should be put into effect. 
An explanation of the functions of committees and 
individuals is clearly outlined in each case. At first 
glance the program and organization may seem 
disproportionately large. This is much more ap- 
parent than real. Any plan less complete than that 
outlined might tend to perpetrate hazards. 


The first steps to be taken in putting a hospital 
accident prevention program into effect is to have 
a key executive, preferably the assistant superin- 
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tendent, made responsible for the proper function- 
ing of the plan. This official should where prac- 
ticable be a physician, but where this is not 
possible all staff physicians, technicians, and em- 
ployees, should be made to understand that in so 
far as accident prevention is concerned, the person 
in charge of safety is the superintendent’s repre- 
sentative. 


The chief safety representative’s responsibilities 
should include at least the following: 


1 Supervising the accident record system. 


2 Acting as secretary, or if desired, as chair- 
man of all safety committees. 


3 Preparing agenda for safety meetings so the 
meetings can be limited to a 45-minute pe- 
riod, but all important items may be thor- 
oughly discussed. 


4 Making investigation of all serious, unusual 
or fatal accidents and preparing reports on 
them for the committees. 


5 Reporting at monthly intervals to the super- 
intendent and the committee on the status 
of the safety program. 


6 Suggesting to department heads having poor 
accident records, means by which the rec- 
ords may be improved. 


7 Promulgating, and if desired, enforcing the 
recommendations of the Safety Committee. 


8 Presenting the committees’ safety sugges- 
tions received from employees or from other 
sources. 


9 Cooperating with insurance safety engineers 
and state department of labor representa- 
tives. 


Following the appointment of a safety repre- 
sentative, the next, and in some ways the most 
important step, is to demonstrate the hospital man- 
agement’s belief in the value of accident preven- 
tion by making the premises as physically safe as 
possible. This cannot be done by merely removing 
the obvious hazards brought to light by an inspec- 
tion of the premises, although physical inspections 
are decidedly necessary and should be made at 
regular intervals. 


The second step should be the establishment of 
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an accident records system, and concurrently, a 
study of the records that will reveal exactly what 
hazards have caused accidents in the past. Armed 
with this information, an intelligent inspection of 
the premises can be made which will show most 
of the conditions responsible for accidents. Prompt 
action should be taken to eliminate the dangerous 
conditions discovered. 


The records system to be of most value should 
include data that will show all of the factors 
involved in each accident. Records should be kept 
that will permit accurate analysis of all accidents 
at regular intervals for the purpose of guiding 
future preventive work. The initial accident report 
should include the name of the injured, his age, 
occupation, department and length of service. The 
date, time and location of the accident and a com- 
plete description of what occurred and what 
apparatus or equipment were involved should also 
be covered. There should be a statement as to what 
unsafe physical condition of equipment, machines 
or premises was involved and/or what unsafe act 


(what the worker did wrong) was committed. — 


Both an unsafe condition and an unsafe act may, 
of course, occur in the same accident. There should 
also be a space for statement indicating what cor- 
rective action was immediately taken by the in- 
jured employee’s supervisor to prevent a recur- 
rence. 


The records, in addition to the individual 
reports, may be as simple or as elaborate as the size 
of the institution warrants. In almost all hospitals 
it will be enough to maintain accident records by 
departments and to prepare monthly summaries 
for each department, giving the following in- 
formation: 


Total number of accidents involving loss of 
time, more than that on the shift on which the 
accident occurred. 

Number of first aid cases. 

Number of man hours worked in the period 
covered. 


The accident frequency rate (the number of 
accidents per million man hours, or, 


F = number of lost-time accidents x 1,000,000; 
man hours worked for period 

Accident severity (number of days lost per 

1000 hours worked, or, 


S = number of days lost due to accidents, plus 
standard time charges for permanent in- 
juries x 1000; 


man hours worked 


A tabulation of the unsafe acts or conditions 
involved in accidents 
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In many industrial plants it has been found de- 
sirable, after accident prevention programs have 
been formulated, a safety man appointed, and ac- 
cident records established, to announce to all em- 
ployees that the safety program is to be put into 
effect. This can precede or immediately follow the 
initial correction of physical accident hazards. At 
any rate, the accident prevention program should 
be fully explained either by general letter or by 
general or group meetings to all employees. Their 
interest and active cooperation should be solicited. 


Committees 


Safety committees should next be established. 
Generally, only three committees are necessary but 
again it is emphasized that the size of the institu- 
tion governs the number and size of committees. 
For the average medium sized hospital of 200 beds 
there should be an executive safety committee, a 
supervisors safety committee and an inspection 
committee. For small hospitals the functions of the 
executive safety committee may be carried out by 
the supervisors safety committee or by the safety 
representative and the hospital superintendent. 
The latter of these two. procedures is preferable. 


The executive safety committee is the policy 
forming committee on matters pertaining to safety. 
Its membership should include the superintendent, 
the superintendent of nurses, a staff physician, the 
chief engineer and the safety man. It may be de- 
sirable, too, to include representation from the 
laundry, the kitchen and from organized employ- 
ees’ groups if they exist. The duties of this com- 
mittee also include: 


1 Meeting monthly or more often if needed to 
consider and act on any matters pertaining 
to safety. 





The Committee 


Members of the Committee on Insurance 
and Safety which has prepared these reports, 
are: 

JOHN GORRELL, M.D. 
chairman, Massachusetts General Hospital, 
Boston 
JOHN M. ROCHE 
safety engineer, National Safety Council, 
Chicago 
GEORGE U. WOOD 
Peralta Hospital, Oakland, California 
ARTHUR B. SOLON 
Mt. Vernon Hospital, Mt. Vernon, New York 
MRS. HELEN W. MUNSON 


associate editor THE AMERICAN JOUR- 
NAL OF NURSING 
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2 Deciding on matters of safety policy such as 
scope of safety training work, types of 
safety equipment to be used and changes in 
the accident prevention program. 


3 Receiving and reviewing reports of the safe- 
ty representative on the status of the ac- 
cident prevention program. 


4 Receiving, reviewing and authorizing action 
on recommendation of the supervisors safe- 
ty committee and the inspection committee. 


5 Reviewing records of serious or fatal acci- 
dents and if necessary investigating them 
thoroughly and suggesting further correc- 
tive action. 


6 Making suggestions to the safety representa- 
tive or to other committees, that will tend to 
reduce the number of accidents. 


The membership of this committee should be per- 
manent with the possible exception of the em- 
ployees representative who may be replaced by 
other employees at intervals. 


The supervisors safety committee should be a 
committee with rotary membership so all super- 
visors will eventually have the benefit of the train- 
ing afforded by serving on it. Terms may run from 
two to six months; three-month terms seem to be 
most desirable. All members should not be changed 
at once but the terms should be staggered so that 
about one-third of the members are replaced each 
month. 


Membership 


The membership should consist of representative 
head from all major departments including staff 
physicians. The total number, however, should not 
exceed from 10 to 15. The safety representative 
should act as secretary and the chairman may be 
elected, or may be appointed by the hospital su- 
perintendent. The superintendent should attend as 
many meetings of this committee as possible to 
demonstrate his continued active interest in the 
safety program. The duties of this committee 
include: 


1 Meeting monthly or at more frequent in- 
tervals if necessary to discuss and act on 
matters pertaining to safety. 


2 Receiving, reviewing and acting upon the re- 
ports of the safety representative. 


3 Receiving, reviewing and acting upon the 
reports of the inspection committee. 


4 Reviewing the accident reports for the pre- 
ceding months and suggesting corrective ac- 
tion for departments where poor accident 
records are shown. 


5 Carrying out the suggestions and orders of 
the executive safety committee. 
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Equipment 

Hospital administrators planning a safety 
program will need some special forms for 
keeping records. These cost one or two cents 
each, depending on the form, and they may 
be obtained from the National Safety Council, 
Inc., of 20 North Wacker Drive, Chicago. For 
a program covering one year, the hospital will 
need fifty of Form IS-1, five of Form IS-2, 
one of Form IS-3 for each employee, thirteen 
of Form IS-4 and thirteen of Form IS-S. 











6 Making suggestions to the man in charge of 
safety that will help in making the accident 
prevention program more effective. 


Since one of the major objectives of the super- 
visors safety committee is to provide safety in- 
formation that will be useful to those serving on it 
in accident prevention work in their own depart- 
ments, it is very desirable that every opportunity 
be taken to afford such training. Outside speakers, 
such as insurance or local safety council engineers, 
should be called in from time to time to talk on 
some phase of accident prevention. Sound film- 
strips covering such subjects as slips and falls, fire 
prevention, safe use of hand tools, particularly 
knives and cutting instruments, and any others of 
value from a training standpoint should be shown 
from time to time. 


In every meeting of this committee time should 
be devoted to discussion of a particular hospital 
accident hazard. In one month the subject con- 
sidered might be falls of patients; in another, ac- 
cidents due to improper handling of knives, cleav- 
ers or other cutting instruments in the kitchens 
and workshops might be covered. The person in 
charge of safety should outline the problem and 
then call for discussion on the part of those present 
and ask for suggestions that will help eliminate 
some of the unsafe conditions and unsafe practices 
causing the particular type of accident being dis- 
cussed. 


The third committee, or the inspection commit- 
tee, is the one which brings to the attention of the 
executives and supervisors committee the unsafe 
conditions and unsafe practices which are leading 
to accidents in the hospitals. 


This committee should be composed of the safety 
representative who may, if it is desired, act in an 
ex-officio capacity, a representative from the main- 
tenance department, one from the nursing staff, 
one from the service staff (kitchen, laundry, etc.) 
and one from the staff of physicians. The duties 
of the committee are as follows: 


1 Making inspections of the entire hospital 
premises for the purpose of detecting and 
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immediately having corrected unsafe prac- 
tices in which employees indulge or unsafe 
conditions which exist. 


2 Preparing written reports of their inspec- 
tions covering the items discovered and com- 
menting on the action taken to eliminate 
the hazard. This is for the purpose of having 
such conditions or practices as are found 
corrected at once. 


3 Having all conditions or practices corrected 
only through contacts with the department 
supervisor and not through direct instruc- 
tions to employees. In the event, however, 
that hazards immediately dangerous to the 


life and limb of employees or patients are 
discovered, then immediate corrective ac- 
tion shouid be taken without waiting to find 
a department head. 


This committee is one in which the personnel 
might well be permanent. Frequently, individuals 
will be found who have the faculty of quick ob- 
servation and the imagination to discover accident 
hazards where none apparently exist upon casual 
inspection. The membership of the committee 
should be changed until representatives from the 
various departments are discovered who can turn 
in the best inspection job. 


Part II will be published in the July issue. 





| One Hospital’s Experience With Personnel Shortages 


labor problems than others. First, a large pro- 

portion of their employees are skilled, and the 
knowledge and skill they possess are very much 
needed in war efforts. 


It is perhaps unnecessary to mention the prob- 
lem of securing sufficient interns and residents, 
due to halving of the term of internship and the 
necessity for young men to ask for commissions 
at the end of a year of internship with little or no 
opportunity to accept residencies. 


Nurses are not only needed for Army Units, but 
industry has taken many of them. Army and Navy 
hospitals are accepting them for regular service, 
and offering them large salaries for a 40-hour 
week with overtime thereafter. It is natural that 
Selective Service should take from us many non- 
professional employees such as mechanics, eleva- 
tor operators, clerks and porters, etc. Others leave 
because of temporary higher wages. 

A little more than a year ago, we had an aver- 
age of 625 on the actual pay roll, with about 150 
student nurses and 36 interns and residents. To- 
day, we are about 80 short on the regular pay roll, 
but our student nurses’ enrollment is 35 higher, 
and we have many voluntary nurse aides and 
other volunteers working part time. 

We have no special groups not previously em- 
ployed. We get along with less repair and main- 
tenance staff. In some instances, we have added 
to the 8-hour day because of shortage of techni- 
cians and others, and are now compensating them 
for the extra time. The total pay roll has not been 
seriously affected, although salary increases have 
been continuous. The use of more student nurses, 
voluntary aides and cutting down on some of the 
maintenance staff have brought this about. 


Our worst shortage is in the graduate nurses’ 
group, but the constant turnover in the house 


l Is only natural that hospitals should have more 
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cleaning, elevator operator, engineering and cler- 
ical staffs makes our problem most difficult, par- 
ticularly because many whom we now employ 
would have been considered unemployable a year 
or sO ago. 

The United Hospital Fund and others have pub- 
licized the need for additional nurse aides and 
others, and the response has been very satisfac- 
tory. 

One of our great difficulties is the fact that hos- 
pital workers never realize the value of mainte- 
nance or meals or laundry. We will have to con- 
sider this problem when the war has ended, 
although over the past two years or more we have 
been cutting down considerably on the number of 
meals served to workers, and the number pro- 
vided with rooms. I believe the time has now 
come to pay all hospital employees salaries com- 
mensurate with salaries elsewhere, and discon- 
tinue the serving of meals to others than student 
nurses and interns. 


Thus far, job stabilization has shown no effect, 
but it may deter some from leaving. There is no 
mandatory 48-hour week ruling in hospitals in 
this area, but quite generally the hospitals ob- 
serve it. 


The war is bringing about a distinct change in 
hospital procedure. It is evident that it will be 
necessary for us all to set new salary scales with 
no maintenance of any kind, and adjust our rates 
to paying patients so as to provide sufficient in- 
come to compete with industry. 


It seems that the war and the paternalism of 
government over the past few years has changed 
the attitude of people now entering into hospital 
employment. Perhaps we were exploiters of labor 
under the strange cloak of humanitarianism. Now 
we will have to change all this. It might be a good 
idea. John H. Hayes, Lenox Hill Hospital. 
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How British Hospitals Anticipate Air Raids 


MARGARET MOORE-WHITE, M.D., F.R.C.S., F.R.S.M. 


ties, the Emergency Medical Service was insti- 

tuted by Britain’s Ministry of Health to provide 
hospital treatment for civilian casualties, for mem- 
bers of His Majesty’s Forces, and for certain other 
classes of patient. 


ANTICIPATION of the outbreak of aerial hostili- 


To facilitate its administration the Minister of 
Health divided Britain into regions, and allocated 
a chief administrative officer to each with the 
necessary medical and other staff. London was 
further subdivided into sectors and for the admin- 
istration of each a sector officer was responsible. 


A sector contained a number of hospitals, some 
situated centrally, some on the outskirts of the 
city and some up to forty miles outside. In event 
of need, the sector officer might transfer cases from 
any one hospital in his sector to any other, and 
by arrangement with his colleagues could utilize a 
hospital in any other sector. 


When considering the site for a base hospital to 
which to transfer city patients, a number of fac- 
tors come into consideration. There will probably 
be an optimum side of the city, less industrialized 
and therefore less likely to be the target of enemy 
planes, though clearly there must be some hos- 
pitals on the more dangerous side. It is an advan- 
tage if the site chosen is on or near a main route 
out of the city, with a railroad station within close 
distance, whose facilities are such that an ambu- 
lance train could be unloaded directly into the 
ambulances should troops or a casualty train from 
some distance be directed to the base hospital. 


Existing Hospitals Used for Base Hospitals 
for Civilian Casualties 


Since there is no time to build and equip large 
new hospitals in any number, existing ones must 
be chosen, which can be made adaptable to an 
emergency. Municipal, mental or voluntary hos- 
pitals may be selected, as appears most convenient. 
The size of the buildings must be considered, the 
amount of land available for extensions, access to 
billeting quarters, and so on. 


Such factors as the existence of a sufficient area 
of level soil for the erection of emergency quar- 
ters, and of an adequate water, electricity and gas 
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supply must be considered. Not only should the 
water supply be sufficient to fulfill the normal 
needs of the hospital, filled to capacity, but it 
should be adequate to control an outbreak of fire. 


In many cases a county mental hospital has been 
selected as the site, for not only could a consider- 
able part of the hospital be cleared in the event of 
an emergency, but such institutions commonly 
comprise a large acreage of land and are often 
partly self-supporting, running farms and cultivat- 
ing crops and fruit. They usually have their own 
works staff of electricians, plumbers, a blacksmith, 
and so on. 


Rapid extension was provided by the erection of 
a number of buildings patterned on one style and 
readily fitted up as hospital wards, theaters, mas- 
sage and occupational therapy departments, and 
sisters’ and nurses’ quarters. 


Hospitals in Vulnerable Area Keep Occupied Beds 
Below Normal Quota 

In every sector or congested and vulnerable area 

the inner, or city hospital should hold occupied a 

number of beds, smaller than its normal quota, 

transferring as much of its civilian sick as possible 


- to the base hospital, and so maintaining a fixed 


number of beds available for an emergency. 


In the event of a raid, cases are transferred to 
the base hospital as soon as possible after initial 
treatment. 


Each hospital staff comprises senior medical and 
surgical officers, those of registrar status, house of- 
ficers, matron, nurses and office staff, including a 
sufficient number of clerks to undertake the neces- 
sary recording during a sudden influx of patients. 
The surgical staff is divided into teams consisting 
of surgeon, anesthetist, house surgeon, and nurses, 
capable of working in shifts if continuous operat- 
ing is required. 

At each hospital an allotted number of the senior 
medical and surgical staff are full-time workers 
and a number are part-time, paid a retaining fee, 
or sessional fees when called upon. Where the 
number of whole or part-time officers is small, 
medical practitioners previously allocated may be 
called upon to augment the teams. 








In addition, a certain number of specialists are 
engaged on a sessional basis, this applying particu- 
larly to those in specialized departments. There 
are also special centers at certain hospitals to 
which particular types of cases can be sent, such 
as head injuries, plastic face and jaw surgery, 
nerve injuries, and neurological cases. Here the 
patient can obtain the benefit of the expert skill of 
a specialist furnished with complete modern equip- 
ment. 


In many cases the existing superintendent of the 
hospital to which the emergency hospital has been 
attached is appointed chief administrator. The ad- 
vantage is that he already holds an administrative 
post and is acquainted with the running of the 
existing hospital. 

Nursing and Lay Staffs 


The nursing staff is provided in the same way 
as the medical personnel, by assistance from af- 
filiated hospitals, supplemented by the Civil Nurs- 
ing Reserve, which comprises trained nurses and 
assistant nurses together with women who have 
undergone a short course and are known as nursing 
auxiliaries. 


Lay staff, administrative and clerical, porters 
and cleaners are enlisted as required. 


Supplies 


Beds and bedding required over and above those 
already in use in peacetime are supplied by the 
Government, each hospital being asked to store a 
reserve. The existing equipment is distributed be- 
tween the inner and outer hospitals, and is added 
to as need arises and supplies become available. 
Should one hospital receive a sudden influx of 
cases, arrangements can be made to transfer 
equipment from an affiliated hospital. A supply of 
drugs, dressings and food stores is held in reserve, 
and for this amounts.at least sufficient for one 
month’s supply are advocated. 


Daily returns are made to the sector or regional 
officers of the number of beds occupied and beds 
available; and in the inner hospitals, of the num- 
ber of cases that could be sent home in the event 
of a crisis. 

Requests for additional staffing or equipment 
are made to the Central Control through the sector 
or regional officers. 


Coaches converted into coach-ambulances con- 
vey the patients from the inner hospital to the 
base as may be necessary. In the event of an emer- 
gency, the further plans pre-arranged by the min- 
istry for the transport of patients by road and rail 
are put into operation, casualty trains being avail- 
able for the purpose. 
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Should Hospital Employees Come 
Under Compensation? 


Hospitalization in the Dominion of Canada has 
become big business and highly commercialized. 
Hospitals owe both to themselves and to their 
employees the protection of workmen’s compensa- 
tion. 


Saskatchewan last year was the first province to 
bring hospitals under workmen’s compensation, 
and then on a voluntary basis only. To date only 
about half the hospitals have accepted this protec- 
tion, though others are permitting their private 
insurance to expire before coming under the Work- 
men’s Compensation Board. 





Advantages of Compensation Plans 


courts 
technicalities 
lawyers 

private insurers 
waivers 





assignments 

closed cases 

medical controversies 

protracted delays 

scheduled disabilities 

ll () limit to time or amount of compensa- 
tion 

limit to time or cost of medical aid 

failure of compensation because of 

employer’s default 

lump sum settlements 

contribution by workmen 

adversary relationship between em- 

ployer and employee 

ruinous individual employer liability 

commissions 








profits 








Workmen’s Compensation Boards across Canada 
have a status comparable to Petty and Supreme 
Courts combined. The hazard of unreasonable 
judgments under common law courts are thus 
eliminated. 


The cost of administration of these courts across 
Canada has been from six per cent to ten per cent 
of the funds handled. 

A. W. Heise, Commissioner, Workmen’s 
Compensation Board, Saskatchewan, in 
“Canadian Hospital,’ April 1943, page 17. 
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A Practical Prepayment Medical Plan 


CARLTON E. WERTZ, M.D. 


\ had three years of operating experience, 
I present what seems to be a practical pre- 
payment plan of providing medical care to the 
masses of people in a community. First let me de- 
fine the term “medical care.” By “medical care” I 
mean care, not only for surgical illnesses, but also 
care for the far more common type of medical ill- 
ness, which may involve home, office and hospital 
visits, as well as care for the more catastrophic 
type of surgical illness. The provision of this com- 
plete medical care, through a prepayment plan, 
does involve a number of very knotty problems 
and requires extensive experimentation. There 
have been relatively few experiments along these 
lines in the past, which might serve as a guide. It 
is for this particular reason that the nationwide 
growth of such programs has been somewhat re- 
tarded. 


A S PRESIDENT of a Medical Plan, which has now 


Basic Factors Influencing Success of Project 


When the medical profession in the Western 
New York area decided to embark on this course 
of experimentation with prepaid medical service, 
we called upon industrialists and other lay people 
for advice and counsel. Even before the by-laws 
of the corporation were drawn, we had to consider 
the fundamental factors which would influence 
the success of such a project. While there were a 
great many such factors soon apparent, we con- 
sidered that the following were the most basic— 


1 Public interest and public demand will re- 
quire a complete program, which will in- 
clude medical and surgical care by general 
practitioners and also specialist’s services in 
the home, the doctor’s office and the hospital. 


2 The plan must provide for a free or wide 
choice among the physicians of the com- 
munity and must not disturb the ordinary 
confidential doctor-patient relationship. 


3 Benefits must be available, not only to the 
wage-earner, but also to the dependent 
members of his family and to small, as well 
as large, groups of employees. 


4 The plan must assure the doctor of a reason- 
able payment for his services so that there 


; Presented at the Buffalo Meeting of the New York State Med- 
ical Society, May 5, 1943. 
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can be no stigma of charity by the doctor in 
his relationship to his subscriber-patient. 


The service must be offered at a price rea- 
sonably within the ability of the average 
wage-earner to pay and it must not be an 
amount materially in excess of what we 
may be paying for less adequate care. It 
must, therefore, be a community plan, oper- 
ated without profit. 


Administration must be simple, inexpensive, 
and the paper work of the servicing physi- 
cian must be held to a minimum. 


As the directorate of such a corporation in 
effect becomes a board of trustees admin- 
istering public funds, it is highly important 
that there be represented thereon, the public 
which is being served; the industrial group, 
which is cooperating in making the service 
available and the medical profession which 
is actually providing the service. 


It must be quite obvious that the fulfillment of 
all of the foregoing requirements became an ambi- 
tious undertaking. We must frankly admit that at 
the outset we made a number of miscalculations 
and that the course of our operations depended 
upon learning an entirely new set of facts, which 
no actuary, but only experience, could provide. 


Two Errors Warrant Consideration 


Almost all of our errors were of a minor nature 
but two of them are of sufficient importance to 
warrant discussion at this point. The first error 
was in taking the principle of providing complete 
care too literally. In our original contract we pro- 
vided for just about every medical service that 
could be imagined and we did so without sufficient 
recognition of the human element. Consequently 
adequate controls against abuse were not estab- 
lished. Furthermore, we attempted to categorically 
establish benefits on the basis of varying economic 
levels. 
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We soon found that we could neither ignore 
human shortcomings nor the inherent principle 
of American freedom of action. The necessity of 
providing confidential information regarding in- 
comes was resented by the employee, as well as 
the employer. 


Our second error occurred in not taking seri- 
ously the importance of simplicity in. administra; 
tive operations. We had attempted to control some 
abuse of home and office calls for minor, non- 
surgical ailments by what we called co-insurance. 
This provided that both the corporation and the 
subscriber would each stand half of the expense 
for such service up to a certain amount. This was 
administratively impractical, causing confusion to 
both the doctor and the patient and did not ac- 
complish in any event its purpose. 


Committee Review of Activities Provided Basis 
for Revision in Contracts 


During the major part of our first two and one- 
half years, we were fortunate in having an inter- 
ested and active committee of doctors and lay in- 
dividuals who, at almost weekly intervals, re- 
viewed the claim experience of the Plan. The in- 
formation obtained as a result of this review of 
the Plan’s activities, coupled with the financial 
and statistical data supplied by the office staff, 
finally provided a basis for rather extensive re- 
visions in our subscriber contracts. This material 
was not hastily analyzed, nor was the analyzation 
accomplished by a small committee. Suggestions 
and recommendations from the profession, from 
industry and from the subscribing public were all 
considered in the light of our experience and over 
a period of more than six months and finally re- 
sulted in the drafting of contracts, which have 
now been available to the public since March 
first. Public acceptance of the new offering has 
been gratifying and the presentation of the serv- 
ice is now being undertaken in numerous large 
groups of employees. 


The new plan provides for a basic surgical con- 
tract at a nominal monthly charge of 60 cents. for 
the single individual or $1.70 for the family. The 
surgical contract provides stipulated allowances 
for all types of surgical procedures, as well as for 
diagnostic x-ray service and anesthesia. It also 
provides for obstetrical care. At the option of the 
subscriber, a rider may be added to the contract, 
which includes medical service in the home, the 
doctor’s office and the hospital and for other speci- 
fied special services. The combined cost of both 
medical and surgical service is only $1.50 a month 
for the single individual, or $3.00 a month for the 
family. Family membership includes the subscri- 
ber, his or her wife or husband and all of their 
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children who are unmarried and who have not 
attained their nineteenth birthday. 


Regardless of income, the subscription rates and 
the contractual benefits are the same for every 
subscriber. ; 

Each subscriber is furnished with an identifica- 
tion card and list of member physicians represent- 
ing 85 per cent of the practicing physicians in our 
operating area. When service is required, the sub- 
scriber merely presents the identification card to 


_ the member physician and they may agree in ad- 


vance upon the fees for the service to be rendered. 
When the service is completed, the doctor submits 
his total bill to the Western New York Medical 
Plan and the doctor is paid directly by the Plan 
in accordance with the benefit schedule of the 
contract. The benefit schedules are roughly the 
prevailing fees charged by general practitioners 
for services rendered to persons in the average 
income group. If, upon agreement, the doctor’s fee 
exceeds the allowances provided in the contract, 
the difference becomes the obligation of the sub- 
scriber to the doctor. It is unnecessary for a sub- 
scriber to make payment to his doctor and then 
complete a claim report to the corporation. All 
that type of red tape has been eliminated. 


If a subscriber has purchased the more compre- 
hensive medical-surgical service, benefits begin 
with the first house or office call. There is no co- 
insurance and early consultation is encouraged 
by the lack of any financial barrier. 


It is important to know that the Western New 
York Medical Plan is organized as a nonprofit 
corporation; that the Trustees all serve without 
pay; that the Plan is tax-free and that it is under 
the joint supervision of the State Departments of 
Insurance and Welfare. Because its administration 
and acquisition costs are limited by a law, which 
also establishes statutory reserves against such a 
contingency as an epidemic, any operating sur- 
plus is used only for the benefit of the subscri- 
bing public. 

Administrative expense is held to a minimum 
through an operating agreement with the Hospi- 
tal Service Corporation and the collection of pre- 
miums, therefore, is facilitated through one pay- 
roll deduction in the large industrial organizations. 


Now is Auspicious Time to Change Method 
of Payment for Medical Services 


The question has frequently been raised as to 
whether now is the most auspicious time to at- 
tempt a change in the method of payment for 
medical services. I sincerely believe that it is 4 
most opportune time to do so for three very im- 
portant reasons: 


1 While employment and wages are both up, 
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the certainty of increasingly heavy taxation 
will thin the cushion between net income 
and expenses for the ordinary cost of liv- 
ing, thus an unexpected illness may fre- 
quently be as heavy a burden on the wage 
earner as when wages are lower. Further- 
more, in the newspapers of Thursday, April 
29, listing the causes and cures for indus- 
trial absenteeism, as reported by the War 
Production Board, one of the recommenda- 
tions is for the adoption of a medical care 
plan wherever possible. 


The shortage of doctors for civilian services 
necessitates early consultation to avoid the 
development of serious illnesses which 
would further tax professional manpower. 
Thus the financial barrier to seeking early 
medical attention must be removed and the 
public must also be educated to seek this 
care in any event. 


Along with a very representative group of 
labor and of industry, the medical profes- 
sion believes that there are valid objections 
to government proposals for a compulsory 
health insurance program. We must admit 


that progress in the science of medical care 
has greatly exceeded progress in the eco- 
nomics of medicine and that new methods 
of paying for scientific medical care must 
be found. Opposition to government pro- 
posals will have little effect unless it is 
weighted by evidence that existing non- 
profit, voluntary plans are not only avail- 
able to the public, but are doing their job 
well. 

We believe that we now have one of the most 
complete and practical programs available in the 
country and that it will have increasingly wide 
acceptance by the public generally. There seems 
to be only one major problem, which we have not 
yet solved. Remembering that it is not a capital 
stock organization, and that organization expense 
had to be paid out of a nominal contribution made 
by the physician members, there have, therefore, 
been very limited funds available for public edu- 
cation and promotion. Growth during the early 
stages consequently was slow but as this mem- 
bership and income increases, making more and 
more money available for an extension of promo- 
tional activity, growth should then increase in a 
geometric ratio. 





Government Program for Crippled Children is Extensive 


Since passage of the Social Security Act in 1935, 
there have been registered 341,000 crippled chil- 
dren in the United States and its territories. 
Ninety-seven per cent of these are suffering from 
orthopedic or plastic conditions and three per cent 
from other crippling conditions. The major causes 
are infantile paralysis, congenital defects, birth 
injuries, accidents, ricketts, osteomyelitis, and bone 
and joint tuberculosis. 

Except for certain congenital defects, proper 
treatment given in time will result in restoration, 
or at least improvement, of function. 

Much work for these children has been carried 
on by private organizations. The first state law 
providing for services on a state-wide basis was 
passed in Ohio in 1919, the first public hospital 
devoted fo the purpose was established in Minne- 
sota in 1897, and the first Federal grants to states 
for services to crippled children were made in 1936. 

The Federal grants to states amounted to $4,053,- 
292.08 in 1942 with $4,361,628.22 authorized for 1943. 

These grants are made to states under the gen- 
eral supervision of the Children’s Bureau of the 
United States Department of Labor and the 
services provided for are: 

1 Locating all crippled children. 

2 Providing skilled diagnostic services by quali- 

fied surgeons and physicians at state clinics 
located in permanent centers or held periodi- 
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cally in other centers so as to be accessible to 
all parts of the state. 

3 Maintaining a state register of all crippled 
children of the state. 

4 Selecting properly equipped hospitals, con- 
valescent homes, and foster homes throughout 
the state and providing for the care of crippled 
children at such hospitals and homes. 
Providing skilled medical, surgical, nursing, 
physical-therapy, and social services for chil- 
dren in hospitals, convalescent homes, and 
foster homes. 

Providing medical, nursing, medical-social and 
physical-therapy services at home for crippled 
children who are not in need of hospitalization 
or who have been returned home following 
hospital or convalesent care. 

Cooperating with other agencies in arranging 
for education and vocational training for crip- 
pled children. 

8 Cooperating with professional groups, with 
private organizations, and with public and 
private agencies in providing services for crip- 
pled children. 

9 Coordinating State and local services for the 
care of crippled children. 

From “Facts About Crippled Children,” 
Publication No. 293, Children’s Bureau, 
U. S. Department of Labor. 








our largest seats of learning once defined 
administration as “the art of doing well 
many things which need not be done at all.” 


In considering the organization necessary and 
appropriate for a medical social service depart- 
ment we should bear this definition in mind and 
first assure ourselves by careful study just what 
functions are really essential and proper. From 
that point we can proceed to organize our depart- 
ment with a view to doing as well as possible only 
the things actually required in the given situation. 


In view of the wide variety of hospitals, both in 
size and character and in nature of community 
served, it should be obvious that no single blue- 
print will fill the bill in any great number of cases. 
An effort to set up and maintain a department not 
suited to the need will only waste time and money 
better used in other ways. 


Those who are giving thought to the problems 
which will follow the termination of the war are 
doubtless coming to realize that many things for- 
merly considered indispensible in our society must 
be eliminated, and that simplicity and a rational ap- 
proach to our problems will be vitally necessary 
if we are to put the pieces of our world which then 
remain back into a pattern which will be perma- 
nently useful. 





A GREAT EDUCATOR AND ADMINISTRATOR of one of 























I would say then, that the first and most im- 
portant requisites for anybody attempting to de- 
velop a department in a given situation are a sense 
of proportion and a sense of humor. The simple 
fundamentals should be established and the per- 
sonnel and facilities indicated for their proper 
handling should be determined and secured. Sub- 
ordinate functions and refinements in detail should 
follow slowly, but should not be permitted to inter- 
fere with the adoption of sound and simple pur- 
poses and the providing of whatever may be essen- 
tial thereto. 

















Medical social case work centers around the case 
worker, whom I have defined as “a specialist who 
explores the personality and environment of the 
patient for facts and clues which, when pooled with 
the findings of other specialists in their respective 








56 





Rational Approach to Medical Social 
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fields, contribute to the more enlightened and suc- 
cessful treatment of the patient as a whole.” It 
would seem logical, if we want to have a good 
department, that it must be built around a leader 
who meets these specifications and who is prepared 
to do her part with the fullest understanding of 
all other elements in the hospital with which it 
is her privilege to cooperate. Given the right kind 
of a leader, it will be necessary that she be wel- 
comed in the hospital by the medical staff, the 
nursing group and the administration, as-well as 
by the other agencies in the community to whom 
she will so often go in the prosecution of her du- 
ties. Unless she is welcome in these important 
directions her lot will be a hard one and the chance 
of substantial success, regardless of her ability and 
industry, are problematical. I should therefore feel 
that the preparation of the medical mind is of 
prime importance in anticipation of the develop- 


“ment of a new department or the rejuvenation of 


one found to be in need of overhauling. 


Status of the Social Service Department 


If social service is to become the permanent fea- 
ture which it obviously can and should be, there 
should be no question as to its status as a con- 
stituent part of the hospital organization. In nu- 
merous instances such departments have been 
started by groups of lay friends of the hospital 
who have interested themselves in this field and 
generously supported, and in some cases endowed 
them. This type of sponsorship undoubtedly 
widens the interest of the lay public in the work 
which this department does, and such financial 
contributions have supplemented the hospital’s re- 
sources. As a permanent arrangement, however, 
it has its perils, and in my opinion at least is not 
to be recommended. The interest of lay groups 
rises and wanes, and their ability to continue its 
support depends in too large a measure on a con- 
tinuity of interest and enthusiasm which volun- 
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tary organizations cannot always maintain. There 
is, however, much good in a properly constituted 
committee through the interest of its members in 
the work of the department, but such is only de- 
sirable where there is no question whatever as to 
the control and direction, both of policy and 
finance, being vested in the hospital board and its 
administrative staff. Workers in this department 
should consider themselves as employees of the 
hospital and the same standards of pay and privi- 
leges should prevail. Cases are on record where 
gross inequalities have resulted from the special 
solicitude of a committee in the working of such a 
department. Farsighted individuals should see that 
only harm comes from this form of favoritism, 
tending to reduce, if not to negate the value of 
an otherwise competent hospital function. 


Control from Within 
We are indebted to Dr. Malcolm T. MacEachern 
of the College of Surgeons for a statement of pol- 
icy on this subject, the substance of which may 
be found in the following sentences: 


“The social service department, then, is to be 
considered one of the major departments, and 
as such, should be controlled entirely within 
the organization of the hospital. . . . Since the 
department so intimately contacts all other 
departments of the organization, it must work 
under a definite head who is directly respon- 
sible to the administrator of the hospital.” 


The value of a separate committee to further 
the interests of a social service department will be 
in direct proportion to its ability to appreciate the 
distinctive professional contribution which social 
service can make and to use its best efforts to de- 
velop these possibilities to the full, with the utmost 
sympathy and understanding of the needs of other 
departments with which it must cooperate. 


Granted that we have secured a competent head, 
who has studied the situation and has resolved 
to do first things first, the success of her depart- 
ment in a hospital, whether large or small, will 
depend in a major degree on the personality of her 
staff and their attitude toward the job. Modern 
training is developing in its students an increasing 
degree of sympathy and understanding, along with 
' knowledge of medical and economic problems. 
This knowledge, however profound, will not be 
enough unless the attitudes of those possessing it 
are fundamentally sound. The department head, in 
cooperation with the hospital administrator, and 
her specially interested committee, should give 
careful scrutiny to the question of attitude and 
personality in all those whom they select. 


As to the personnel required for an adequate de- 
partment, common sense and experience will have 
to be our guides. Authorities differ as to the pre- 
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cise ratio of workers to hospital beds, but owing to 
the wide variety of conditions, these are of little 
value to the individual hospital. It seems to be a 
fact that as hospitals grow in size, the ratio of 
workers to patients tends to increase. 


I suspect that some of the criticism of social 
service departments may have resulted from their 
workers trying to spread themselves too thin. In 
an effort to be accommodating to the medical staff 
and to other departments they may undertake du- 
ties not related to medical social case work and 
thereby fall down on the job for which they are 
specially trained and which they are employed to 
do. In the long run, sticking to one’s own job until 
it is done well, is the most successful policy, but 
in attempting to pursue such a course, one should 
retain a keen appreciation of the amenities and be 
tactful in declining requests not essentially asso- 
ciated with the work of the department. It is per- 
haps better to go a little out of one’s way now and 
then in the interest of harmony, rather than be too 
dogmatic in adhering to a rigid line of policy. 
Remember that two can play at that game, and 
other departments will not be slow to set up their 
own barriers against one which stands too inflex- 
ibly upon its “rights.” 

In other cases, dissatisfaction may arise from an 
inadequate staff of overloaded workers who are 
unable to bring their cases to completion. I have 
personally seen instances where workers seemed 
to be carrying an unbelievable case load, but on 
critical examination of results little of any value 
was being accomplished. In general it is safe to 
say that given enough of the right kind of service, 
the verdict will be—“more of the same kind, 
please.” 

Suitable Offices are Necessary 


Assuming that our department is under compe- 
tent direction and that its number of case workers 
is adequate to its needs, the third question is facil- 
ities in which these individuals can do their best 
work. Much valuable time and effort can be wasted 
through poor environment, and it should be the 
duty of the administrator, supported by his gov- 
erning body, to provide, wherever physically pos- 
sible rooms or offices for the workers which insure 
suitable privacy for the confidential contacts with 
patients and relatives, upon which the success of 
case work largely depends. It is surprising to see 
modern hospitals in which social service is an es- 
tablished and honored function, but where this de- 
tail has apparently either been overlooked or dis- 
regarded. It would be my advice to the adminis- 
trator wishing to get his money’s worth out of his 
investment in social workers to create the most 
favorable conditions under which they can oper- 
ate, just as he endeavors to do for other depart- 
ments. 
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Our social service department and the hospital 
which serves will be benefited if the workers can 
be located as conveniently as possible to the point 
of entry of patients and visitors and where they 
will be accessible to the medical staff. Probably the 


best point of contact between doctor and workers . 


is in the wards, and at the bedside wherever prac- 
tical. The depth of sympathy and understanding 
which will make your workers respected and loved 
as human beings must be acquired in the home and 
at the bedside—not at the desk. 


Reports 


Similar considerations would dictate the wisdom 
of supplying this department with enough secre- 
tarial assistance to expedite the writing of reports 
and the necessary clerical work, including corre- 
spondence with other agencies. To conserve the 
time and concentrate the efforts of case workers 
upon their special fields, such assistance is most 
important. Good authorities consider that one full- 
time clerical assistant for each three workers is not 
excessive. But here, again, do not let a generous 
allowance of such assistance lead to profuse and ill 
considered histories through which your staff must 
wade just because the worker does not have to 
write it out herself. Do not forget that your doc- 
tors have to do almost all of their own writing 
and will not be impressed by your freedom from 
this onerous task. 


As one of the relatively newer branches, it is not 
surprising that social workers should take them- 
selves pretty seriously and develop a group con- 
sciousness which seems to set them apart from 
other professions to be found in the hospital. To 
the extent to which this occurs in any given case, 
the cause itself is adversely affected, and I would 
urge that every effort be made to develop mutual 
understanding and respect. It is notably here that 
the sense of humor can and should be brought into 
play in order that the social worker may be ac- 
cepted by the other groups as being single-minded 
in her desire to serve patient and hospital, rather 
than to advance her own profession. The more suc- 
cessfully they cultivate the first, the greater will 
be their benefits under the second of these ob- 
jectives. 


To attain the maximum result from all the ele- 
ments listed in this paper, the social service de- 
partment should be properly integrated into the 
hospital as a whole, both with the administrative 
and medical staffs. I should recommend, therefore, 
that if such a committee does not already exist, the 
medical staff should be urged to appoint one, se- 
lecting doctors who know what social service is, 
and who believe in it, this committee to work 
closely with the director of the department and 
keep his confreres informed of its accomplishments 
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and from time to time of its needs. A similar com- 
mittee of the governing board is a valuable tie 
with the source of authority and financial support. 


Wherever evidence of good work can be pro- 
duced, the value of making it known in a suitable 
manner is very great. If some doctors do not under- 
stand and appreciate why they should refer cases 
to the department, statistics carefully prepared 
and tactfully distributed, showing how many re- 
ferrals are made by some of the services, with the 
implication that other members of the staff con- 
sider it not only proper but helpful to themselves, 
may make supporters out of even the complain- 
ants. 


Many things are not susceptible to expression 
in charts or forms and some may think that this 
applies to medical case work. Nevertheless, if we 
are to deserve and secure full cooperation and 
support, both from our staffs and from our gov- 
erning bodies, we shall have to find ways of illus- 
trating our work graphically and convincingly. 


Persons trained for the self-effacing service of 
others often fail to develop an appreciation of those 
propaganda values which are recognized as essen- 
tial in practically every walk of life. While we 
may not particularly like the term “salesman- 
ship,” it has real meaning for all of us, and its 
fundamental principles can well be studied and 
applied in the relationship between the social 
service department and all other elements involved 
in or served by the hospital. There is no incon- 
sistency between the highest form of human serv- 
ice and a presentation of its case in dramatic form 
as a means of making it better understood and 
securing increasing support. 


Choose with Care 


No hospital today should consider itself complete 
or even modern, if its organization does not in- 
clude one or more individuals trained to approach 
the personal problems of patients in accordance 
with the highest ideals of medical social case work. 
As administrators our mutual relations will be 
happy ones if we choose our social workers with 
care and supply them with the necessary facilities 
and assistance, while they, in return will apply 
their knowledge of the factors of personality to the 
development of an adequate understanding of 
their purposes, methods and results; seeking at all 
times to humanize their relations with all groups 
in the hospital field, to our mutual advantage. 


And in all of our planning, let us keep in mind 
the admonition of the distinguished educator quot- 
ed at the beginning of this paper, by limiting our 
activities and our plans to doing as promptly and 
thoroughly as possible only those things which 
really need to be done. 
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Purchasing and Storeroom Control—Part II 


FLORENCE KING 


administrator invite you to inspect his model 

storerooms? I never have. Recently, in plan- 
ning a National Hospital Day exhibit, I tried to 
find a storeroom in which one of the newspapers 
could take photographs. Every administrator 
whom I called assured me that his storeroom was 
the last spot on earth he wanted to show the pub- 
lic. Invariably each suggested that we take pic- 
tures of the x-ray department, a patient’s beauti- 
ful room or a fine, newly-equipped operating room, 
but not the storeroom. We painstakingly seek 
expert advice on the proper container for a few 
thousand dollars’ worth of radium, but give scant 
thought to the storage of tens of thousands of 
dollars’ worth of supplies dispensed in the average 
hospital each year. 


D: you ever walk into a hospital and have the 


Storeroom Space 


Several years ago I was asked to go over the 
blue prints for a hospital that had been planned 
by one of the leading consultants in our country. 
The doctor and architect who called on me spread 
the blue prints before me and waited for my 
bursts of applause and admiration. Just as my 
“haus frau” instinct prompts me, when I go apart- 
ment hunting, to inspect the kitchen and the 
closets first, after giving a fleeting glance to the 
plans for the splendidly planned therapeutic and 
diagnostic units, I focused my interest on the 
ground floor. “Where is the storeroom?” I in- 
quired. The architect beamed, and, murmuring 
something about those things dear to woman’s 
heart, pointed triumphantly to a cupboard off the 
kitchen. “Shelves clear to the ceiling,” he boasted, 
“and space for everything from baking powder to 
cocoa.” “But,” I argued, “where will you store your 
general supplies?” Again he smiled understand- 
ingly and intimated that, though a woman, I could 
not catch him there. I was shown a space 6 x 8 ft. 
square off the laundry for the storage of soap and 
starch. “But the canned goods and surgical and 
housekeeping supplies—” I stammered. He inter- 
rupted me. “Here’s a space next to the engine 
room that will take care of all that and besides, 
there is a closet on every division for the surgical 
supplies.” 


I gave up, for I realized neither the architect nor 
the doctor had any conception of the volume of 
items to be stored—of the barrels and barrels of 
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cleaning materials, the cases of canned goods, the 
large rolls of laundry cover cloth and the 5000 
items usually stored in any hospital. I decided to 
call it a day and try on the morrow to give a little 
visual education to these two gentlemen, both ex- 
perts in their fields. I am a stanch advocate of the 
strategy of the beef steak: to paraphrase Tenny- 
son’s immortal words, “More things are wrought 
by steaks than this world dreams of.” So I invited 
the men out to lunch the following day, and, when 
the steaks had played their gastronomic role, I 
suggested a stroll through our storerooms. 


Then and there I chalked up another score for 
visual education. It worked like magic—or perhaps 
I should say the men at least got some conception 
of the bulk of hospital storage. Next I proceeded 
to propagandize the doctrine of one large cool, 
light, well-ventilated central room as opposed to 
the idea of using for storage space only such little 
cubby-holes as were not needed for some higher 
calling, be it over steam pipes or next to the boiler 
plant. With evangelistic zeal I preached “central 
storeroom” until the doctor and the architect 
cursed the day they had asked me to criticize their 
plans, but in the end, I am happy to say, the 
bigoted, silly woman won out. When the hospital 
was finally dedicated, the architect himself 
proudly escorted me on an inspection of what he 
jocularly called the Florence King Memorial 
Storeroom. He had even exceeded my wildest 
dreams by installing a luxurious cedar-lined 
blanket storage room. 


Remodeling 


At this point I can read your thoughts. You are 
wondering whether my own hospital has one ideal 
central storeroom and perhaps you are thinking, 
“She may have a fairly new hospital where it was 
easy to plan the last word in storage facilities.” 
Well, I will be honest and confess that my hospital 
suffers from the blight of poor foresight as far as 
storage facilities were concerned. We have small 
dark hot storerooms dotted all over the ground 
floor and the basement and our storekeeper must 
needs be a centipede if he looks after his stores at 
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all well. We have visions of remodeling some day 
but in the meantime we have resorted to a make- 
shift that can give some ray of hope to everybody. 


We have centralized so that the storekeeper can 
spend almost all of his time in one central store- 
room and keep the frequently used supplies in 
that one unit. By the simple expediency of remov- 
ing two doors and walling up an intervening 
hallway, we have one fairly large storeroom. 
Removing the doors gave cross ventilation and 
placing metal bars on the windows made it pos- 
sible to leave the windows partly open for air even 
at night. In the plastered walls above the doors 
we cut spaces which, when filled with an inexpen- 
sive wooden grilling, made for free circulation of 
air. By building shelves in every inch of space in 
the section which had formerly been a corridor, 
we ultimately were able to store in this limited 
space all of our small-sized medical and surgical 
supplies which had formerly required twice as 
much cubic storage space in another room. The 
secret was that we had placed shelves for small, 
flat objects close together and thereby utilized 
space that had been squandered in the larger 
room. It is not necessary to have shelves used for 
rubber catheters built 15 or 18 inches apart. 


We are still obliged to store our bulky supplies, 
such as barrels of laundry soap and large crates of 
cotton and gauze, in basement storerooms, but 
when it comes to the smaller items dispensed 
weekly, everything is grouped together and read- 
ily accessible. It did not entail much work, require 
any additional space and was done at a minimum 
of cost. My recital of this tale merely proves that 
many of us can facilitate things if we try, and we 
do not need to wait for the day when we can 
build a new hospital or spend vast sums for re- 
modeling. 

The Central Storeroom 

Why a central storeroom? My friend, or perhaps 
at that time, my enemy, the architect, asked this 
question, too, and these were the answers I gave 
him. 

1 One individual can look after the average 
hospital storeroom, attending to receiving, 
dispensing inventory and telephone calls 
almost simultaneously. 


2 No time is lost by the storekeeper running 
back and forth to his various storerooms. 


3 A much more accurate inventory may be 
kept when supplies are concentrated in one 
room. 


4 Re-handling of supplies is obviated. 
5 Duplicating of stocks is less likely to occur. 


6 Availability of supplies affords the store- 
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keeper no excuse to say he does not have 
something on hand when he is merely too 
lazy to go to the out-of-the-way storeroom 
to look for it. 


7 Visual control is facilitated. Despite the vir- 
tues of the supply control card, which we 
shall discuss later, it isn’t a bad idea for the 
storekeeper to keep a watchful eye on his 
stocks. He may see the supply of some com- 
modity running low that has been over- 
looked when the supply card was checked. 


8 Dispositions may be saved and the fre- 
quency of temper tantrums reduced. (Did 
you ever lose your temper trying to locate 
the storekeeper and have him off in some 
distant room getting gauze?) 


As it is rarely architecturally possible to devote 
so large a single space to storage, one must rely 
on branch or adjunct storerooms where perhaps 
one classification of supplies, such as linens, gro- 
ceries or drugs, is kept, Or one may be obliged to 
store all the big barrels and crates in an auxiliary 
storeroom, transporting a small supply to the main 
storeroom for weekly dispensing. But as long as 
talk is cheap, suppose we pretend that we have 
the space and let us plan one ideal central store- 
room. 

Location 


Where shall the storeroom be? In the rear of the 
building. Accessible to delivery trucks. Removed 
from patients’ quarters so they will not be dis- 
turbed by noise of delivery trucks, unloading of 
supplies and opening of crates and barrels. Ac- 
cessible to freight elevator and various divisions 
using bulky supplies, such as dietary and laundry. 
It should not be adjacent to employees’ rest rooms. 

Size 

In her excellent book, “The Storage and Is- 
suance of Hospital Supplies,” Miss Nellie Gorgas 
recommends a minimum of 30 sq. ft. per bed. How- 
ever, this subject of size presents many variables, 
for no two hospitals of exactly the same bed ca- 
pacity require identical storage space. In deter- 
mining the amount of space to be devoted to 
storerooms, all of the following factors must be 
considered: 


Type of ownership — Municipal — usually uses 
uniform supplies; therefore, less storage space is 
required. Private— modest or luxury service — 
more storage space required. For example, where 
private duty nurses will be frequently called, far 
more linen is used for we all know the first thing 
every “special” does when she goes on duty is to 
change her patient’s bed linen. Hence, more linen 
storage is required. Private hospitals frequently 
have different china and silver services for va- 
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rious classes of patients so more space is required 
for these items. 


Type of service — General or Special. For ex- 
ample, in an orthopedic hospital much space must 
be planned for splints and bulky orthopedic equip- 
ment. 


Will the hospital have a school of nursing? If 
so, storage space must be provided for text books, 
school laboratory equipment, uniforms, capes, etc. 


Location of hospital—If located in a large city 
close to markets frequent deliveries will obviate 
the necessity for storing large stocks. If located at 
a long distance from wholesalers larger stocks are 
necessary. 


Available Funds—If the hospital has limited 
funds for operating expenses, it may not be able to 
buy in large quantities; hence, huge storerooms 
are not so necessary. 


Floor Load—The construction of some hospitals 
may preclude the possibility of storing too many 
heavy supplies in any one given space. Much de- 
pends upon the construction of the building, 
whether it has concrete or rock foundations. This 
must be determined in advance and usually is 
governed by a city ordinance. 


General Arrangement 


Some years ago I drew a sketch of what I 
thought would be a fairly adequate storeroom for 
our hospital—not as large as is recommended but as 
large as space in our present building would ac- 
commodate. It is not an architect’s finished draw- 
ing and it has many imperfections. It is merely a 
diagram of the general arrangement that would fit 
into our hospital picture. 


First, we have the receiving entrance at the rear 
of the building with a lobby large enough to ac- 
commodate supplies immediately after they are 
unloaded. A large scale, flush with the floor, is 
available for the checking of the weight of large 
supplies purchased by weight. To the left of the 
receiving lobby is a room for milk can storage, 
accessible to the dairies’ delivery trucks, and an 
8x12 ft. space for trucks. To the right of the re- 
ceiving lobby is the storekeeper’s office, furnished 
with desk, chairs, filing cabinet for orders and 
wash-basin. 


Adjacent to the office is the main storeroom in 
which supplies are grouped, for convenience in 
dispensing, in the following classifications: 


Medical and Surgical Dietary— 
China, Silver and Glass- 
Housekeeping ware 
Groceries— 
Laundry 


Staple 
; ' Perishable 
Engineering 


School 


Stationery Linens 
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Such grouping is advantageous when special : 


days are designated for the requisitioning of sup- 
plies; for example, medical and surgical on 
Monday and housekeeping on Tuesday. The store- 
keeper can fill his supply baskets for each division 
without running all around Robin Hood’s barn. 


To minimize hauling, it is wise to arrange the 
dietary storage section close to the dietary de- 
partment, laundry supplies close to the ramp lead- 
ing to the laundry and housekeeping supplies 
convenient to the housekeeper’s office. If possible, 
the linen and blanket storage section should be 
closed off from the balance of the storeroom, 
particularly if the housekeeper be an apostle of 
the moth-ball school of thought. This is especially 
advantageous should the housekeeper be desig- 
nated to dispense linens instead of the storekeeper. 


For the convenience of the storekeeper in sort- 
ing supplies and filling requisitions, we have 
placed through the center of the main storeroom 
three long counters with shelves and drawers be- 
neath for the storage of small supplies. Around 
these counters is a 6-foot aisle. If this is looked 
upon as a squandering of space, remember that the 
storekeeper must have elbow room if he is to work 
efficiently. When one considers the large crates 
and barrels and the width of trucks, one cannot 
begrudge him this space. A three-foot aisle be- 
tween the rows of shelves at the sides of the room 
is ample as trucks need not proceed through these 
smaller aisles. 


Shelves—The secret of finding sufficient space is 
the utilization of every inch by the correct spacing 
of shelves. For certain supplies, shelves may be 
placed 8 or 10 inches apart, thereby making it pos- 
sible to double the shelf space in an area where 
formerly the shelves were spaced 18 or 20 inches 


apart. In the grocery section, a space one inch 


above the top of the cans is sufficient for handling. 
Also, there is no need to build shelves 24 inches 
wide for items 10 inches long. By building our 
shelves to fit the commodity, we can literally 
double our storage space. Where large, low space 
is devoted to heavy barrels and drums, the space 
above may be utilized for shelves for lighter 
items. 


Once the spacing and size of shelves have been 
decided upon, the question of material used for 
them comes to light. We doubtless are all agreed 
upon the superior qualities of metal shelving, such 
as durability, resistance to fire, economy of space 
(usually only % inch thick), safety (no danger of 
storekeeper encountering splinters). 


On the other hand, if the cost of metal is pro- 
hibitive, wood will suffice. Slatted wooden shelves, 
which are cheaper still and have the added ad- 
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vantage of permitting circulation of air, are 
particularly adapted to the storage of many com- 
modities, such as rubber. Moreover, many items 
light in weight and large enough not to fall 
through the slats can just as well be stored on this 
inexpensive type of shelf. Every storeroom should 
be equipped with an automatic sprinkler system, 
anyway, so I think the fire hazard may well be 
discounted when selecting material for shelves. 


The storekeeper will be grateful if shelves are 
built no lower than 12 inches from the floor, espe- 
cially if he is subject to lumbago, and for the same 
reason he will appreciate having the platforms for 
heavy objects as low as 6 inches from the floor, 
which will still provide for clearance of the water 
from the hose used in cleaning. The menace of 
leaking pipes and backed-up sewers during a 
heavy rainstorm should warn us against shelves 
or platforms lower than 6 inches. 


Lights—Electric ceiling lights require wire 
guard protection and a multiplicity of low wall 
electric outlets should be provided for the scrub- 
bing machine, electric fan and extension cords. 
The latter will come in handy when the store- 
keeper on a dark day tries to find a needle—if not 
in a haystack, at least under a low shelf on the 
floor. Switches for ceiling lights should be so ar- 
ranged that only one section need be lighted at a 
time. While the storekeeper is dispensing grocer- 
ies it is not necessary to have the medical and sur- 
gical section emblazoned in a glare of light. 


Doors—All doors should measure 4 or 5 ft. wide 
for the clearance of trucks and large crates and be 
provided with metal kick plates. If the cost of 
metal is prohibitive, a heavy battleship linoleum 
reinforcement may be substituted. Grilled doors, 
in place of solid ones, are recommended for the 
sake of ventilation if the dust hazard is not too 
great. Dutch doors with shelves for dispensing 
supplies are an essential. 


Windows—All windows should, of course, be 
locked and protected by locked metal guards. 
Vents placed near the ceiling on the corridor side 
make for cross ventilation and, if shelf space per- 
mits, high windows of wire-encased glass opening 
into the corridor to give borrowed light are recom- 
mended. 


To save space, place radiators under windows. 
The amount of radiation, lights, and specifications 
for the automatic sprinkler system must be 
worked out by specialists in these fields. No set 
rules can be made because the size of the room, 
climatic conditions, and the direction of exposure 
will be deciding factors. 


Floor—The floor should be of a material that’ 
can be flushed out with a hose and one that will 
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withstand the traffic of heavy trucks and the roll- 
ing of barrels—quarry tile for appearance though 
concrete will suffice. To facilitate the drainage of 
water, the floor should have a good slant toward 
drains and plenty of drains should be provided— 
a frequently overlooked feature that cannot be 
emphasized too strongly. Faucets should be pro- 
vided for the hose used in flushing the floor. 


Walls—If the budget will permit, the wainscot- 
ing or even the entire wall of the storeroom should 
be of brick. Cove bases at an angle of 45° make 
for cleanliness and prevent the marring of walls 
by trucks. 


If the storeroom is large, a buzzer or bell system 
should be installed to apprise the storekeeper of 
callers at the entrance door when he is in a far 
corner of the room. A telephone in his office, with 
an extension in the linen room and far end of 
the storeroom will save time and steps. 


Ramps—Ramps should lead to and from the 
storeroom for the hauling of supplies. Adequate 
scales and a wrapping paper rack are a necessity, 
as well as a truck skid for hoisting barrels and 
pumps for oil barrels. A ladder on tracks adds to 
the accessibility of high shelves. All cupboards 
should have lock and key, particularly those in 
which silver and instruments are stored. Label 
holders must be provided for every shelf and cup- 
board for the ready identification of materials 
stored therein. 


Bins—Stationary bins for the storage of cereals 
are ideal but sturdy corrugated metal cans, such 
as are used for ash cans, will serve the purpose. 
Moreover, they can be turned upside down occa- 
sionally for emptying and cleaning, whereas it is 
difficult to clean the corners of the built-in rec- 
tangular bin with hinged lid. 


Counters—In mounting counters on a terrazzo 
or concrete base, one should provide for a concave 
bevel which will permit the storekeeper to stand 
close to the corner, with his toes slightly under 
the counter. Any woman, who has had to wash 
dishes at a sink built over cupboards extending to 
and placed at right angles to the floor, will appre- 
ciate this reminder. 


Perishable Foods—If perishable foods are to be 
stored in the general storeroom, thought must be 
given to the planning of a root cellar, refriger- 
ated units, and perhaps the recently perfected 
deep freeze units. However, as the requirements 
vary with the size of the hospital, the accessibility 
to markets and climatic conditions, it seems ad- 
visable to suggest that such details be worked out 
with experts who understand the problems and 
plans peculiar to each institution. 
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Miniature Films in Tuberculosis Case-Finding 


HAROLD COON, M.D.; LESTER PAUL. M.D.; E. H. JORRIS, M.D. 


in this country in 1905 had as its foundation 

the necessity of reaching the cases with active 
tuberculosis and providing such treatment as was 
available at that time. Later, by some fifteen years, 
it was realized that the early cases of tuberculosis 
could be discovered if contacts, and particularly 
familial contacts, of active cases were sought. Case 
finding activities of that period consisted chiefly of 
physical examinations with the familiar “persist- 
ent rales in the apex or history of hemoptysis or 
pleurisy with effusion” as the necessary criteria 
for the diagnosis of early tuberculosis. This diag- 
nosis, of course, was later to be confirmed by the 
laboratory finding of a positive sputum. 


T= BEGINNING of the anti-tuberculosis campaign 


X-ray Films as Diagnostic Aid 


The value of x-ray films, as a diagnostic aid, was 
appreciated by 1925 but there were two distinct 
drawbacks to their widespread use—one, physical 
and two, fiscal. Case finding programs must be car- 
ried along on the highways and byways as well as 
in urban centers and x-ray apparatus could not be 
taken to the rural areas nor could the cost of films 
at that time be overlooked. 


Tuberculin Test 


The next advance was the use of the tuberculin 
test. Its adoption was relatively rapid and wide- 
spread. The early von Pirquet was supplanted by 
the more accurate and graded Mantoux test. Two 
important facts were developed by its use. The 
idea handed down from earlier statements as to 
the widespread problems of tuberculosis was dis- 
credited and a positive reaction has no quantita- 
tive value—infection could be recognized but not 
disease. By this time it was found that a flat film 
could give satisfactory corroborative evidence as 
to the extent of the disease present and was no- 
where near as expensive as the stereoscopic film. 
In the hands of some experienced men the fluoro- 
scopic examination was found to be equal to the 
film in the necessary further study of the positive 
reactors. 


In the State of Wisconsin in 1939 approximately 
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90,000 tuberculin tests were recorded by the pub- 
lic health services and for the approximate 10 per 
cent of positive reactors x-ray films were provided 
by various agencies and read also by various and 
varied agencies. The population of Wisconsin is 
three million. If there is added to this 9000 
for whom x-ray films were provided, the 4000 cases 
handled by the tuberculosis sanatoria of the State 
there is a total of 13,000 people for whom x-ray 
films were provided. The lack of coverage is ap- 
parent. 


In that same year the Board of Health became 
interested in the whole tuberculosis program of 
Wisconsin. Legislative action turned over to the 
Board the direct administration of the State tuber- 
culous institutions and supervisory control of the 
county sanatoria in the State thereby putting the 
official administration of case finding and treat- 
ment of the tuberculous under central control and 
just for good measure control of the tuberculosis 
rehabilitation work was added. 


Photo-Fluoroscopic Methods 


In order that case finding might be made as 
comprehensive as_ possible photo-fluoroscopic 
methods were used. A 4x5 camera was provided 
at the State Sanatorium where it was used in con- 
junction with the Sanatorium’s regular x-ray 
equipment and very satisfactory films were ob- 
tained. Here its use was as follows: 


Progress films in cases receiving pneumo- 
thorax. 














Routine progress films on the general patient 
population. 

Pre-employment and check films on em- 
ployees.. 


However, the primary purpose for which this © 


camera was obtained was that of mass case finding 
but efforts to utilize it for this purpose, that is, to 
make a mobile unit available for State-wide use, 
were met by the physical difficulties of providing 
an adequate power source for the necessarily 
heavy transformers to be used with this type of 
camera. 


Improved Equipment 


Late in 1940, however, the combination of a 35 
mm. photo-fluorographic camera with a condenser- 
discharge type of transformer was obtained and 
suitably mounted in a truck. By June of 1941 the 
mobile unit of the Wisconsin State Board of 
Health Tuberculosis Division was an accomplished 
fact and its services were available. Technical dif- 
ficulties with the apparatus were ironed out in the 
ensuing two months and in September 1941 definite 
schedules were established for the unit. 


Preliminary studies were made in the charitable 
and penal institutions of the State and it had been 
the intention to completely cover all of the State 
institutions including inmates and personnel. How- 
ever, before this was possible, insistent demands 
for the truck’s services from rural communities 
with unsolved tuberculosis problems and from in- 
dustrial areas engaged in defense projects pre- 
vented the completion of the first studies under- 
taken. 


At the present time the mobile unit is scheduled 
primarily in industrial defense plant areas and the 
schedule is completely made up for at least six 
months in advance. 


The equipment is truly mobile, especially be- 
cause the current demands are simple it can be 
taken into any rural area and quickly set in oper- 
ation by its chauffeur-technician who is the com- 
plete traveling personnel of the unit. Assistance 
is of course obtained from public health nurses, 
industrial plant nurses, and others in handling the 
routine of registration and assisting in keeping the 
patients moving through the unit continuously. 


Interpretation of Films 


After film rolls have been exposed they are 
processed in the film laboratory of the State Board 
of Health located at Madison and are then returned 
to the technician to be spliced in rolls of two or 
three hundred and forwarded with the identifying 
record slips to the physicians who interpret the 
films. Interpretation was at first checked by three 
individuals trained in the interpretation of this 
type of film, at present two individuals are check- 
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ing each film. The process is still a little too cum- 
bersome for speed but is being improved as addi- 
tional methods of reading films are made available. 


Readings of the films are made on a check form, 
a part of the registration blank, and upon comple- 
tion of this form it is sent to a central office where 
tabulations are made. Lists of cases for further 
study and retakes are made up following which 
one copy of the registration blank and the inter- 
pretation of the film is sent to the Tuberculosis 
Control Division of the State Board of Health and 
there is routed to the controlling district health 
office in the State. 


If the film is interpreted as being negative for 
present pulmonary pathology, a simple post card 
is sent to the individual. If primary infection, 
either active or healed, has been determined, a 
form letter is sent to the individual with a simple 
explanation of the meaning of this finding. If 
parenchymal disease has been noted on the film, a 
form with this information is mailed to the indi- 
vidual concerned and if there is a question as to 
the activity or if there is apparent activity, a letter 
containing this information is sent to the individ- 
ual’s physician of choice and at the same time the 
individual is requested to contact this physician. 


The clearing of these reports through the district 
health officer thus gives facility for checking and 
rechecking all questionable and active cases under 
the direct control of the local public health 
agencies. 


Conclusions 
We have not had sufficient experience with the 
4x5 film to make any statement regarding its ef- 
fectiveness. It could not be adapted for the type 
of survey work that was contemplated and its use 
in our hospital has not been satisfactory due to 
technical difficulties. 


Conclusions as far as the 35 mm. film, however, 
are available as follows: 


1 Thirty-five millimeter photo-fluorographic 
films are satisfactory for mass case-finding 
programs. 


2 Photo-fluorographic methods utilizing the con- 
denser-discharge type of apparatus make pos- 
sible a mobile unit because of the simplicity 
of power demands. 

3 Interpretation of 35 mm. films give satisfac- 
tory evidence of significant pathological pul- 
monary changes. 


4 The mobile unit makes possible a greater cov- 
erage of the population of the state at a great- 
ly reduced cost. 


5 This method is a screening method only and 
is not for clinical uses. 
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ame | with Hospitals 


Dr. Bert W. Caldwell completed his work at 
headquarters on April 30 after fifteen years of 
service. Those years constituted a period of great 
development for the organization, development in 
which he participated. To members of the Associa- 
tion, Doctor Caldwell had come to symbolize not 
merely headquarters, but also the organization’s 
very spirit. 

In addition to carrying the duties of executive 
secretary, he edited the official journal. These were 
heavy and exacting responsibilities, and they were 
well performed. 

A new executive secretary and a full-time man- 
aging editor of HOSPITALS now must undertake 
to carry on the work of this Association. Although 
changes are bound to occur, every effort will be 
made to build on the old and solid foundation. 
With the membership’s help, added manpower will 
permit some expansion of service from headquar- 
ters. 

The new editorial staff believes that trustees and 
officers of the Association can best shape this offi- 
cial journal’s policies. With this issue, therefore, 
the names of these trustees and officers are to be 
published regularly. We express appreciation of 
the fine service given by the outstanding members 
of the Editorial Council. We are sure they will 
agree that this change establishes more direct lines 
of authority and responsibility within the organ- 
ization. 

HOSPITALS has earned a place for itself. We 
believe that with the dignity implicit in this status, 
the journal should continue to progress. We be- 
lieve its duties are the accurate dissemination of 


news about hospitals, the authoritative interpreta- 
tion of news about hospitals, and the providing of a 
forum for the discussion of problems facing hos- 
pitals. 





June 1943 





Editenia Is 


It must be an educational medium, pressing con- 
stantly toward a better informed membership. 
This is imperative if a democratic organization 
such as ours, through an enlightened membership, 
is to develop the virility that insures existence in 
a world that can pardon all mistakes save inaction. 





Key fo Sabha, 


Employment stabilization is a crucial sector on the 

anti-inflation front. Since President Roosevelt’s 

statement several weeks ago, the War Manpower 

Commission has been moving ahead in an effort 

to achieve this stabilization. The words “job 

freeze” have been used, although the program ac- 

tually is being developed on a regional basis with ° 
regulations varying from region to region. 


This is the first of two important facts for the 
hospital administrator to keep in mind as he 
wrestles with manpower problems. Although the 
national mechanism of control follows certain gen- 
eral outlines, it is the regional manpower director 
who knows the local situation and is authorized to 
draft details of a local stabilization program. 


The second important fact is that an area direc- 
tor cannot possibly understand the peculiar, even 
unique, labor problems confronting hospitals, 
unless these problems are laid before him. Experi- 
ence has shown that when hospitals have presented 
their case, area directors have made every effort 
to cooperate. 


Most area directors, perhaps all, have been care- 
fully chosen because they know their communities 
and enjoy public confidence therein. They have a 
tremendously complicated assignment in employ- 
ment stabilization, and they are anxious to do a 
good job. 


It is inconceivable that any man in this position 
would not listen twice as carefully to a spokesman 
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for the hospital, or the community’s hospitals, as 
to the ordinary employer. 


Thus, it behooves hospital people to take the 
initiative. The war cannot be fought without great 
inconvenience to everyone on the home front, and 
it goes without saying that no hospital administra- 
tor wants to evade his own share. But those who 
take their manpower problems to the area man- 
power director are the ones who are able to carry 
out their own obligations most effectively. 





++ 


am Genuine pe pe 


Perhaps nowhere else among the businesses and 
professions is the spirit of humanitarianism so 
prevalent as in the realm of hospital service. Yet 
Dr. J. H. Croseclose, thus surrounded by humani- 
tarianism, won distinction for that very quality. 

There have not been many careers to match that 
of the former Methodist minister, who died the 
other day as the nationally known administrator 
of Methodist Hospital, Dallas, Texas. He did not 
enter the field until past fifty, an age at which 
many men are preparing for, or at least wondering 
-about, retirement. He came in by way of soliciting 
funds to build the plant. He built it and ran it, and 
along the way found time to promote hospital or- 
ganization statewide and nationally. 


Doctor Groseclose joined the American Hospital 
Association in 1928, the year after his own insti- 
tution opened. Last year, he was elected a trustee. 
It is a great misfortune that he could not have 
lived to enjoy the honor and make the further con- 
tributions which this status of trustee made pos- 
sible. 





The Bolton Pall 


The shortage of nurses has for many months 
been one of the most critical problems facing hos- 
pitals. Members of the Association, individually 
and as a group, have applied their best efforts to- 
ward minimizing the effect on patients of this seri- 


ous situation. 

That there were not enough nurses to meet all 
military and civilian needs became evident more 
than two years ago. The demands of an increased 
Army and Navy made heavy inroads on the nor- 
mal supply. Improved financial circumstances of 
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the average American led to a greater utilization 
of hospitals and an increased need for nurses. Coin- 
cident with these demands, other forces have been 
at work. Government, industry, and probably nor- 


’ mal home life have beckoned to the nurse, lead- 


ing a significant number to withdraw from insti- 
tutional nursing. 


Hospitals, individually and through their organ- 
izations, have studied this problem. With the as- 
sistance of the Federal Government, efforts were 
made to encourage the return of older nurses for 
refresher courses. Hospitals and other agencies 
have urged the nurse to return to her profession 
and to help meet the shortage. Subsidiary workers 
have been trained, volunteer nurse aides have been 
utilized, and the Government has assisted schools 
that are willing to increase their nurse enrollment. 


There has been some increase in the enrollment 
in schools of nursing. Some patriotic women have 
returned to the nursing field. Volunteer nurse aides 
have been valuable. Subsidiary workers are be- 
ing utilized to the extent that they are available 
in competition with industry. The fact remains 
that the problem of adequate graduate nurse serv- 
ice for the hospital patients of this country be- 
comes increasingly grave. 


The Bolton Bill has been introduced in the House 
of Representatives and in the Senate. The Board 
of Trustees of the American Hospital Association 
has gone on record favoring this bill in principle, 
as have numerous state associations. 


The bill aims particularly at increasing the en- 
rollment of student nurses. It: offers financial as- 
sistance to hospitals, covering the cost of increased 
enrollments. It offers incentives to the student 
which should insure an adequate increase in the 
face of heavy competition offered by present war 
plant wages. It outlines a program by which train- 
ing of the student nurse may be expedited, releas- 
ing her at an earlier date for purely nursing duties. 


No program for meeting this problem has been 
suggested which would be wholly without disad- 
vantages. The Bolton Bill has its critics. There 
are those in some sections who believe that the 
individual hospital might have increased the school 


_ without creating certain precedents which may 


arise to haunt them later. 


Whatever the criticisms, the bill is a result of 
the best thinking of those who are fully convers- 
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ant with the problem. No better plan has been 
suggested, and this bill should permit the recruit- 
ment and training of nurses up to the capacity 
of hospital schools The inducements offered should 
reduce those frequently heavy casualties suffered 
by the average class of nurses between enrollment 
and graduation. An accelerated teaching program 
should provide a pool of nurses who, if military 
circumstances permit, will help with the civilian 
hospital nursing program. If casualties rise in tre- 
mendous numbers with the opening of a second 
front they may be moved to take care of those 
casualties in excess of the number which can be 
handled by the present corps of military nurses. 


This bill must be accepted and supported as the 
best answer that we have been able to develop for 
one of the most serious problems facing hospitals. 





The 1943 Whar Conference 


Buffalo has been chosen for the annual meeting 
of the American Hospital Association after a good 
deal of careful thought. Traveling and hotel facili- 
ties were taken into consideration. In few other 
places would it be possible to conduct such a meet- 
ing with so little disruption of a community’s rou- 
tine activities. 


No city will find it easy to entertain a gathering 
of this size. Hotels probably have suffered greater 
difficulties than hospitals with personnel short- 
ages, but persons in Buffalo who are concerned 
with this problem give assurance that, with the 
cooperation of members attending the conference, 
the gathering can be satisfactorily accommodated. 


There are two ways in which everyone can co- 
operate. One is to make hotel reservations early, 
the other is to arrange to share these facilities with 
friends. Only if members going to Buffalo in Sep- 
tember join in this effort will there be a minimum 
of inconvenience. 


The Tri-State Hospital Assembly and various 
state associations all have had full attendance. This 
bears out the judgment of the trustees as to the 
value of a War Conference in helping to solve new 
problems facing all hospitals. All members of the 
Association are urged to plan to attend the confer- 
ence, and to make necessary arrangements now. 
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Ration the 5 ioe 


A major problem confronting hospitals today 
in their effort to provide even minimal adequate 
care is the shortage of interns. Not all hospitals 
are equally affected—some have more interns than 
their usual quota while others have fewer, some, 
indeed none at all. The distribution of interns 
among hospitals has always been unequal, but the 
situation at the present time, because of war de- 
mands, is little short of fantastic. 


The announcement by the Procurement and As- 
signment Service, presumably with the approval 
of its hospital advisory group, that the policy had 
been adopted of limiting a hospital to the number 
of interns in service in 1940 might at first appear 
to indicate that a reasonable solution had been 
evolved for the problem of equitable distribution. 
Such, however, is not the case. A better method 
should be found, promptly, to effect a just and rea- 
sonable assignment of graduating classes in med- 
ical schools to internships in approved hospitals. 
Otherwise, gross inequities and unnecessary hard- 
ships will be the result. 


A study of the ratio of interns to the number of 
beds and to the number of admissions in hospitals 
throughout the United States shows no apparent 
rhyme or reason governing the appointment of 
medical house officers. For example, take two 
well-known hospitals in different cities of about 
the same size located in a small but populous east- 
ern state. Both are acute general hospitals of ap- 
proximately the same size. In one the ratio of 
interns to beds is 1 to 48, to admissions, 1 to 1600. 
In the other the ratio is 1 to 15 and 1 to 240 respec- 
tively. Without attempting to state what the de- 
sirable ratio should be, it is obvious that if the 
ratio is right in one of the hospitals, it is wrong in 
in the other. If the suggested standard of one in- 
tern to each 600 admissions were applied, one hos- 
pital would have too few and the other too many. 


Probably no system of arbitrary assignment of 
interns to hospitals would be justified. Some hos- 
pitals offer so little in the way of an organized 
program of education that they are not entitled 
to interns. There are university hospitals with so 
many internships that a first year appointment is 
of value only as a means of progression to oppor- 
tunities that come with later service. 





When supplies are short the natural tendency 
is to hoard them. The same is true of services, and 
intern service seems to be no exception. Under 
such circumstances, the accepted method to dis- 
tribute justly what there is, is to ration it. Suppose 
food were allotted on the basis of say, 75 per cent 
of what each person received in 1933. Those who 
were on the welfare rolls at the time might not 
readily agree that three quarters of a mere sub- 
sistance allowance would be enough, whereas 
those at the other end of the scale would have 
more than they really need. 


The logical and democratic method to distribute 
interns would be to establish a reasonable ratio 
beyond which no hospital would be permitted to 
make appointments—to that extent a hospital 
would be entitled to as many interns as the op- 
portunities it could offer would attract. 

C..@. P. 





* 
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ae Thilare of Sie P leis 


When future scholars, writing with the benefit 
of perspective for their judgments, tell the story 
of our hospitals during the last fifteen years, they 
will doubtless emphasize two handicaps which in- 
fluenced their development more than anything 
else. During the great depression, which we in- 
herited from the prosperous era, we were short on 
funds and long on personnel. And, when we 
reaped the grim harvest in the greatest war of 
history, we found ourselves long on funds—though 
some of us would not admit it—and short on 
personnel. 


In the new world which is being promised us by 
contemporary statesmen, the gifts of Providence 
will be more equitably distributed. In the days 
when swords will be turned into plowshares, men 
will have greater respect for differences among 
themselves and plan their lives accordingly. Hos- 
pitals will, presumably, get enough money to bal- 
ance their budgets and enough personnel to go 
beyond cure, and guarantee the rehabilitation of 
the patient, wherever possible. This, at least, is 
the promise! No other group has more reason to 
pray for such a future than the philanthropic hos- 
pital, since none can profit more from it. A rea- 
sonable supply of funds, and enough people to 
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apply them wisely and constructively—what more 
can we ask for? 


That we shall move into a better world with the 
advent of peace no one need question. It is in- 
conceivable that mankind, after so many tragic 
lessons, will throw away its opportunities. We 
must, therefore, analyze our two outstanding prob- 
lems and seek a statesmanlike solution of both. 
We shall then be better able to prepare ourselves 
for a time when we will be relieved, to a greater 
extent than ever before, of the major burdens of 
the past in hospitals. Our concern in those days 
will be the elaboration of better and better 
methods of curing and rehabilitating the sick and 
returning them to useful activity in the com- 
munity. Without making a fetish of health, we 
shall find new ways of preserving it and new ways 
of restoring it by the employment, to the fullest 
advantage, of an intelligent and adequately fi- 
nanced personnel. 

E. M. B. 





oo 


Soul Rationing 


Food rationing has produced some problems that 
are peculiar to hospital operation. This is now well 
understood by those in authority in Washington, 
thanks to the efforts of the American Hospital As- 
sociation, and steps are being taken to resolve some 
of the points of confusion. 


Many of the present difficulties could have been 


avoided, had the rationing program not been de- 


veloped with such speed, but that is something 
which cannot be remedied now. While hospitals 
are entitled to feel some irritation, the country is 
at war, and there is no choice but to cooperate 
whole heartedly with the agencies charged with 
enforcing these restrictions. 


We may rightly expect full participation with 
the Government in maintaining essential hospital 
service. Hospital employees must accept rationing 
on the basis that has been established for all 
civilians. 

The added effort required to meet so drastic a 
change in hospital procedures must not so affect 
our objective thinking as to obscure the import- 
ance of this program to the country. 


HOSPITALS 





Wartime Service Bureau 


office, the most bothersome problem confront- 
ing hospital administrators today is manpower. 
Until one month ago, it was food rationing. 

Bulletin No. 7, which should be in the hands of 
members ahead of this issue of HOSPITALS, deals 
with the latest War Manpower Commission rul- 
ings as these affect hospitals. It also covers the 
subjects of internships and residences. 

Bulletin No. 8 will bring food rationing orders 
and amendments up-to-date. These have been 
promised by the Office of Price Administration for 
some time, but the great volume of work in that 
agency has delayed them. The new orders will 
become effective June 15. When hospitals apply 
for their May and June allotments, they will do 
so under the new regulations. 

* %* * 
@ We are advised that all National War Labor 
Board general orders in connection with wage 
freezing are being rewritten. The language will 
be changed in General Order No. 26, it is said, but 


will not alter the status of nonprofit hospitals. 
E * * * 


Je on the range of requests reaching this 


q A new revision of Limitation Order L-266, not 
yet available in print, slightly relaxes restrictions 
on the use of monel metal in stabilizers, as follows: 


Monel metal, stainless steel, copper, copper 
base alloy, nickel and chromium may be used 
to the extent required in electrical circuits, 
control valves, safety valves, and gauges; 
and— 

Monel metal may be used in bodies, covers, 
hinges, tray-lifting mechanisms and trays for 
the following types of sterilizer equipment, 
when they are twenty or more inches in 
length: Non-pressure instrument sterilizers, 
non-pressure utensil sterilizers, baby bottle 
pasteurizers and sterilizers, and bedpan steam- 


ers. 
* * * 


@ This Bureau represented the American Hos- 
pital Association during Senate hearings on the 
Student Nurse Reserve Bill, known as Senate 
Resolution 983 and House Resolution 2664. The 
current House resolution includes amendments 
proposed by several nursing associations, the U. S. 
Public Health Service and the American Hospital 
Association. 
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One of these authorizes the Public Health Ser- 
vice to enter into contract with nonprofit organi- 
zations in promoting the program. Another pro- 
vides for an advisory committee representing hos- 
pitals, training institutions and the like. A third 
is concerned with terminating the arrangement 
with the war emergency. 


Within the War Manpower Commission is a 
placement bureau. Within this bureau there will 
be a Nursing Supply and Distribution Unit, accord- 
ing to Manpower Commission Chairman Paul V. 
McNutt, as soon as Congress gives approval. The 
new unit’s purpose is to bring an equitable distri- 
bution of graduate nurses for military, govern- 
mental and essential civilian needs, somewhat as 
does the Procurement and Assignment Service for 
physicians, dentists, veterinarians and sanitary 
engineers. 


Such a unit was asked for by the National Nurs- 
ing Council for War Service. It also has approval 
by the health and medical committee and the sub- 
committee on nursing and hospitals, Federal 
Security Agency. 

The unit is to operate through state and local 
councils. Quotas will be set up on a national and 
state basis for the distribution of nurses into the 
three vital channels. 


Chairman of the advisory committee for this 
activity will be Miss Katharine Tucker, director 
of nursing education, University of Pennsylvania. 
Other members are: 


Shirley Titus, executive secretary, California State 
Nurses’ Association, San Francisco. 

Irene Murchison, executive secretary, Colorado State 
Nurses’ Association, Denver. 

Lola Knoller, chairman, Private Duty Section, Wis- 
consin State Nurses’ Association, Milwaukee. 

Dr. Claude W. Munger, director, St. Luke’s Hospital, 
New York City. 

Mrs. Edward Walsh, chairman, Voluntary Special 
Services, American Red Cross Chapter, St. Louis. 
Laura Grant, director, nursing service, New Haven 

Hospital, New Haven, Connecticut. 


The committee is to serve without compensation. 
Liaison members include representatives of gov- 
ernment agencies, the American Red Cross and the 
National Nursing Council for War Service. The 
government agencies are: Army, Navy, Veterans 
Administration, Public Health Service, Children’s 
Bureau of the Department of Labor, Office of 
Indian Affairs, Office of Civilian Defense, Civil 
Service Commission. 
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Miss Alma C. Haupt of Washington will be chief 
of operations and Miss Louise Baker of San Fran- 
cisco associate chief. 


* * * 


@ Several organizations have been asked to be 
added to the Bureau’s mailing list. Requests for 
bulletins have come from such distant and scat- 
tered places as Canada, Hawaii, South America 
and Australia. The Bureau is grateful to the many 
institutional members from which expressions of 
appreciation have come. It has been the custom 
to approach problems by way of questions and 
answers. Any suggestions for improvement of the 
bulletin service are welcome. 


* * * 


@ During the month of May there have been 
many official releases and statements of interest 
to administrators and others in hospital work. Con- 
cerning essential hospital and medical facilities, 
the Office of War Information asserted: 


Since January 1, 1942, construction of 260 
new hospitals, or extensive additions to exist- 
ing hospitals has been approved by WPB. 
Some of this construction was completed in 
1942, and, together with construction begun in 
1941 but not completed until 1942, represents 
last year’s expansion in facilities. 


As these hospitals and additions are com- 
pleted the number of beds available for pa- 
tients will be increased by seven thousand, 
leaving an estimated shortage for civilian use 
in war areas of about 14 thousand beds, rep- 
resented by pending applications. 


WPB is giving careful consideration to 
granting priority assistance for these addi- 
tional hospital facilities needed as a result of 
war conditions or vitally essential to the health 
of a community. 

* * * 


@ Hospitals are directly concerned with the Office 
of Civilian Defense plan for emergency medical 
service in Industrial plants. In.connection with this 
program, a bulletin has been issued within the 
month entitled “Emergency Medical Service for 
Industrial Plants.” 


It outlines arrangements which should be made 
to assure adequate medical care in case of a major 
emergency, whatever its cause. War and Navy 
departments have urged war plants to use facil- 
ities of the Emergency Medical Service. The Med- 
ical Division of OCD has urged local chiefs of 
Emergency Medical Service to assist plant medical 
departments in preparing for a disaster. 


In general, the problems are (a) to arrange for 
adequate ambulance facilities, (b) the planning 
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of casualty stations including at least one outside 
the plant, (c)-first aid at the site of the incident, 
(d) identification of the seriously injured and the 
dead and the keeping of a record of every one who 
leaves the plant, and (e) the planned use of hos- 
pital facilities. On the latter point it is said: 


Present plans for the hospitalization of 
industrial accident victims are likely to be 
grossly inadequate in the event of a major 
plant catastrophe. Large numbers of patients 
should not be sent to one hospital, if other hos- 
pitals are available. To provide quick and effi- 
cient service to injured persons, casualties 
should be distributed among various hospitals. 
Arrangements must be made with the local 
Chief of Emergency Medical Service for the 
admission of casualties to community hospi- 
tals, all of which will be under his supervision 
during a major emergency. 


The bulletin is comprehensive, among other 
things explaining the organization and operation 
of community-wide protective services and the 
program of federal compensation for injuries to 
civilian defense workers. Attached also, is a bibli- 
ography of pertinent collateral material. 


* * * 


@ With respect to Controlled Materials Regula- 
tion 5A, (granting hospitals an AA-1 privilege) 
an interpretation and a warning have been jointly 
issued by Maury Maverick, director of the govern- 
mental division OPA, and E. W. Jones, head hos- 
pital consultant. Their warning: 


This regulation is the result of prolonged 
and determined effort, and its value and exist- 
ence now lie completely in the hands of hos- 
pitals. Promiscuous use must be avoided. 
Every effort must be made to secure delivery 
without its use. Do not let yourself be per- 
suaded to extend the AA-1 rating under CMP 
Regulation 5A by anyone until you are com- 
pletely convinced as to its necessity. Exten- 
sive or unnecessary use of this high rating 
will automatically reduce the value of the 
rating of AA-1, and may easily result in the 
complete rescinding of the order. 

Hospital administrators are urged to study the 
regulation carefully and abide by it strictly. We 
attach here the official interpretation: 

1 Under CMP Regulation 5A hospitals may, 
by proper endorsement, use an automatic 
AA-1 priority for maintenance, repair and 
operating supplies without application to the 
War Production Board. 

2 CMP Regulation 5A allows hospitals to 
purchase minor capital equipment of a strictly 
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essential nature, the total per-item value of 
which does not exceed $100.00, exclusive of 
labor costs, with the rating of AA-1. A real 
and determined effort to meet such need with 
either used or new equipment without priority 
assistance must first be made. Capital equip- 
ment for use with a PD-200 construction appli- 
cation cannot be obtained on CMP 5A. 


3 A hospital may use the rating assigned by 
CMP Regulation 5A to obtain maintenance, 
repair and operating supplies required for gen- 
erating electricity or producing and distribut- 
ing water and heat so long as such services 
are used solely by the hospital in connection 
with its own operation and are not for sale. 


4 “Controlled Materials” means steel, cop- 
per and aluminum in the shapes listed in CMP 
Regulation No. 1, such as sheets, bars, ingots, 
pipe plates, castings, structural shapes, wire 
molds, wire and wire products. As a rule only 
large hospitals operating complete mainte- 
nance and repair shops, purchase such con- 
trolled materials. Under paragraph (c) of 
CMP Regulation 5A, such materials to a lim- 
ited amount may be secured by the proper 
endorsement as indicated. Deliveries of con- 
trolled materials must not be accepted under 
CMP Regulation 5A that will increase inven- 
tory above the 60-day practicable working 
minimum provided in CMP Regulation No. 2. 


5 The total expenditure of the year must 
not exceed the total expenditure for items of 
the same class during 1942. 


6 CMP Regulation 5A is not to be used by 
government hospitals using Form PD-408. A 
free choice may be made as to which of the 
two methods is to be used, but after selection 
has been made, it must be strictly adhered to. 


7 Hospitals using CMP Regulation 5A must 
keep and preserve for two years accurate and 
complete records of all supplies so acquired 
which shall be submitted to the War Produc- 
tion Board if requested. 


* * % 


@ Because of some misunderstanding of Presi- 
dent Roosevelt’s “hold the line” order with respect 
to graduate nurses, the War Manpower Commis- 
sion issued this statement on May 14: 


Graduate nurses are subject to the terms of 
the executive order and the War Manpower 
Commission regulations in exactly the same 
way as other workers. 


Nursing is an essential activity. This means 
that in all War Manpower Commission areas: 
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Nurses may move as freely as before 
within the nursing profession, so long as 
the job transfer does not bring a higher 
salary or wage rate. 


A nurse who is now employed in an activ- 
ity other than an essential activity may 
accept a job in the nursing field at any sal- 
ary or wage rate. 


Nurses can transfer to new positions 
which bring a higher salary or wage rate 
only if they secure statements of availability 
from their present employers or from the 
United States Employment Service. 


There is no prohibition in the order or regu- 
lation that would prevent any nurses from 
becoming members of the armed forces. 


% * * 


@ The method of allocating ascorbic acid (Vita- 
min C) is simplified by the War Production Board 
through amendment to General Preference Order 
M-269. Instead of submitting Form PD-600 to the 
WPB, users of this vitamin may now merely place 
an order with the supplier and the supplier deals 
with the board. 


hr the same amendment, the allocation month 
is changed from the fifteenth through the follow- 
ing fourteenth, to the regular calendar month. 


* * % 


@ The War Department asks HOSPITALS to 
print the following announcement about the Army 
Air Forces recruitment of three thousand addi- 
tional nurses: 


The appointment requirements for duty 
assignment with the Army Air Forces are the 
same as for other types of assignments with 
the Army Nurse Corps. These requirements 
are: (1) graduation from an approved school 
of nursing; (2) citizenship in the United States 
or a co-belligerent or friendly nation; (3) reg- 
istration by a state board; (4) not more than 
45 years of age; and (5) physically qualified. 


Nurses serving with the Army Air Forces 
are assigned to air fields in the continental lim- 
its of the United States, overseas duty, air 
evacuation units, and similar aviation medical 
installations. 


™ Applicants for duty assignment with the 
Army Air Forces should write to the Office of 
the air surgeon, Headquarters of the Army Air 
Forces, Washington, D. C., or file an applica- 
tion, marked “AIR” with a Red Cross Nurse 
Recruitment Station. 
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regards economic events in the United States. 

Theoretically, at least, democratic principles 
predominate, and because our Government is elec- 
ted by the people, politics have considerable to do 
with decisions of an economic nature. This Ad- 
ministration has hesitated to offend either the 
strong labor unions or the farm group with the 
result that since the war started in September 
1939, the element of time has permitted disloca- 
tions and maladjustments. There are definite signs 
that the battle against inflation is becoming strong- 
er, and government agencies are more hard-boiled 
in the endeavor to establish wage control, price 
control, and adequate taxation. 


is important to look behind the whitewash as 


The idea is to extend price control to practically 
every commodity, to roll back prices on the specific 
group which has advanced out of alignment with 
commodity prices in general, and finally, to estab- 
lish specific dollars-and-cents maximum prices for 
foodstuffs. There is nothing to be gained by 
destructive criticism, but on the other hand it is 
a great mistake to avoid obvious facts, and the 
truth of the matter is that a strong hand has not 
been employed and now it appears too late for 
action which will bring the desired results. We 
already know that the miners have in reality won 
out in the contest between wage unions and the 
Administration. The miners are now receiving a 
substantial raise in pay. It is difficult to conceive 
just how the “little steel” formula can remain 
intact, and hence, wages in general are frozen only 
in theory at present levels. The roll-back on a 
handful of basic commodities is more of a gesture 
than a real economic force. There is no question in 
our minds that commodity prices as well as wage 
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rates will, after a temporary period, again resume 
an upward trend. 


We do not wish to infer that the break-up of 
the present control system will come in one fell 
swoop, in fact the collapse will come in a gradual 
manner, requiring a period of months. The point 
that we particularly wish to emphasize is that the 
fight against inflation is largely comprised of 
control statements and concentration on a few 
basic commodities but no over-all plan with teeth 
sharp enough to make any impression on the basic 
problems. Trial and error was the rule in World 
War I, and World War II is obviously no exception. 
Frankly, there is no way out except to reorganize 
or disband OPA and to attempt greater headway 
in reinforced price control by investing authority 
in the War Food Administration or some new 
agency. 

Briefly summarizing conditions and keeping in 
mind fundamental economic forces, we are still 
face to face with the following problems: Wage 
rates are increasing and from a nationwide stand- 
point will continue to rise. The idea of “holding 
the line” by reducing prices of a few meats and 
foodstuffs is of little concrete value. We realize 
that the Government has turned to the employ- 
ment of subsidies, a system which has worked 
exceedingly well in England and Canada. This 
experiment will be initiated on June 1 on meats, 
butter, and coffee. Subsidies are expensive but are 
worth while provided inflation can be definitely 
checked. The trouble is that there is strong opposi- 
tion to the plan in Congress, and furthermore, 
not enough commodities will be involved in the 
initial plan to have any far-reaching effect. Sub- 
sidies as a stabilizer as well as a stimulant to pro- 
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duction are bound to develop in a piecemeal 
manner. Our forecast is that the Government will 
permit higher prices before the end of this year 
as greater profit margins must be assured if maxi- 
mum production is to be maintained. The control 
program has been muffed, and there is little 
evidence on the immediate horizon that is indica- 
tive of more constructive or efficient management. 
Economic history clearly shows that whenever 
wage rates increase faster than the upswing in the 
cost of living, and when surplus purchasing power 
is not siphoned off fast enough, the seed of inflation 
is automatically planted in excellent growing soil. 


Our viewpoints may appear a bit severe, but we 
are emphasizing the disturbing aspect, chiefly to 
illustrate the need for bold action, which reverts 
back to politics, and hence, the prospect for a near 
remedy to cure our principal difficulties is not at 
all reassuring. Therefore, there is no alternative 
other than to proceed on the premise that the fight 
against inflation is camouflaged to an appreciable 
degree. Commodity prices will be held within 
reasonable control during the life of the war, 
although the trend remains inescapably upward. 
The force of inflation on a real major scale will not 
materialize until the post-war period. Incidentally, 
the variance of price fluctuations by countries as 
outlined at the outset clearly indicates the diffi- 
culty of quickly creating price equality among 
nations during the early stages of the post-war 
period. 


Commodity Prices 


Throughout the world, prices have tended to 
reflect cost and price systems, although in recent 
months many governments have leaned more 
forcefully toward the subsidy theory. One thing is 
certain, namely, the longer the war lasts, the 
higher commodity prices are bound to go. The fol- 
lowing represents our estimates of the percentage 
rise in commodity prices in a group of sixteen 
countries since early 1939, the bulk of which are 
involved in warfare: Denmark, 97 per cent; Fin- 
land, 94 per cent; Norway, 80 per cent; Sweden, 73 
per cent; Japan, 40 per cent; Germany, 10 per cent; 
Rumania, 155 per cent; Hungary, 80 per cent; 
Bulgaria, 82 per cent; Switzerland, 104 per cent; 
Spain, 68 per cent; Portugal, 72 per cent; Argen- 
tina, 81 per cent; the United Kingdom, 70 per cent; 
the actual increase in Canada measures 38 per 
cent, while the increase in the United States 
amounts to 64 per cent. 


Drugs and Chemicals 


Generally speaking, drugs and fine chemicals are 
slowly yet steadily falling under closer and tighter 
government controls. Allocation will tend to 
spread. The records show that consumption of 
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drugs and fine chemicals are tending to tax the 
ability of the industry to produce. Stocks are di- 
minishing and in many instances there is no re- 
serve stockpile to draw upon. 


Paper Products 


Over-all production for the calendar year 1943 
is destined to average quite sharply under the 
1942 volume. Demand has not contracted in the 
same proportion with the result that there is a 
backlog of unfilled orders, no substantial reserve 
stockpile to fill in the gap, and meanwhile the in- 
dustry is plagued by manpower and transporta- 
tion problems. The goal is to cut paper consump- 
tion including Government requirements by 10 
per cent, but under existing conditions this is 
easier said than done. Producing costs have in- 
creased and the trend remains upward, and higher 
price lists are indicated for paper in general by 
the closing quarter of the year. 


Cotton Goods 


The market continues to work into a tighter 
supply situation and most cotton goods manufac- 
turers are not offering goods for delivery beyond 
near-term months. There are still a great many 
questions regarding wage levels and production 
costs to be ironed out, and some types of goods, 
particularly yarns, appear to be under ceilings 
which do not reflect increased production costs 
and normal market relationships. We understand 
that ceiling adjustments will not be considered 
until a definite policy is adopted regarding cur- 
rent wage and farm price controversies. The re- 
cent freezing of some types of print cloth for high 
priority orders seems to be the beginning of fur- 
ther steps in this direction. The percentage of cot- 
ton goods production now earmarked for civilian 
use is decining. Supplies of cotton goods in retail 
channels are limited in terms of the demand. 


Fuels 


No industry-wide strike for coal should be ex- 
pected and the truce will probably be extended. 
Minor wildcat strikes may interfere with produc- 
tion from time to time, but now that the industry 
is on a six-day work week the production goal of 
600 million tons for 1943 should be easily achieved. 
Under the six-day week miners are receiving 
larger pay envelopes. However, in all probability 
a further upward adjustment in wage rates will be 
made, and the demands for portal-to-portal wages 
will be granted. We fail to see how a price rise 
can be averted under the increased producing cost. 
Transportation continues to be an important factor, 
and the problems surrounding the movement of 
coal from producing areas to consuming points 
will inevitably increase. 


Along seasonal lines stocks of both residual and 
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distillate fuel oils have reached the yearly low but 
if production can be maintained at present levels 
it should be possible to build up a considerable 
stockpile in most sections of the country. East 
Coast supplies, however, are below normal because 
the heavy military demand is preventing the cus- 
tomary stockpiling. The situation in the eastern 
area will be improved by the operations of the new 
pipe lines which are expected to be in peak use by 
mid-summer. Turn-around time for tankcars is 
being reduced and rail transportation has recently 
been averagings nearly 950,00 barrels daily. A sur- 
vey clearly indicates that the supply situation will 
continue relatively tight so long as the war lasts. 
However, in the curtailment areas the outlook is 
improving and supplies next winter should be on 
a more adequate basis. The outlook for produc- 
tion to a large extent depends upon an increase in 
crude prices. 


At this time there seems to be little hope for 
important liberalization of gasoline rationing to 
civilians. Stocks in the East Coast area are only 
a fraction of the normal complement, and the need 
for obtaining maximum quantities of high octane 
gasoline for war use is also a direct factor in the 
shortage of civilian grades of motor fuel. Further- 
more, much of the civilian grade gasoline is being 
exported from the East Coast for military use. 
Until stockpile reserves in all curtailment areas 
can be increased to a protective level, civilian use 
will continue under rigid restrictions. Because of 
the rationing program seasonal fluctuations in sup- 
plies have been narrowed to some extent. How- 
ever, national stocks of gasoline have recently 
turned downward from the peak reached in March. 
Because of the shortage of 100 octane gasoline, 
production of regular grades may be even smaller 
in the immediate future. 


Groceries 


A subsidy plan is about to be inaugurated. The 


roll-back of prices in foods and meats will tend to 
force prices to somewhat lower levels during the 
near term. Make no mistake, there is no basis for 
any prolonged or extensive decline. Funda- 
mentally, the over-all supply of staple foods is 
limited in terms of indicated consumption, and it 
does not require a stretch of the imagination to 
conceive of more rigid restrictions as regards ra- 
tioning from a longer-range standpoint. Further- 
more, in one way or another higher prices are 
bound to materialize by the closing months of this 
year. 


Dairy Products 


The stage is not set for any extensive increase 
in milk production. Demand for milk products 
remains on the increase, particularly dry milk for 
military and export shipments. Cold storage hold- 
ings of butter are an extremely small fraction of 
the normal complement. There is no prospect of 
building up a reserve stockpile commensurate with 
normal proportions. Rationing is due to tighten, 
and fundamentally the underlying trend of pro- 
ducing costs is upward. 


Cold storage holdings of cheese stand sharply 
under average, and there is no prospect of build- 
ing up any extensive reserve stockpile along sea- 
sonal lines. Even under a rationing system de- 
mand promises to exceed production. There is no 
alternative other than to maintain maximum re- 
serves permitted. 


Production of eggs in March was 17 per cent 
above the same month last year and 46 per cent 
above the ten-year average. This new record out- 
put has not resulted in any sizable accumulation 
of reserve supplies. Remember, demand is being 
accelerated not only by military requirements and 
lend-lease shipments, but also by abnormal pur- 
chasing power in the civilian field. There is a 
growing shortage of feedstuffs, and the underlying 
trend of producing costs is inescapably upward. 





A. H. A. Veterans Saluted at Pennsylvania Meeting 


Two veterans of the American Hospital Associa- 
tion were honored by members of the Hospital 
Association of Pennsylvania during the recent War 
Conference in Philadelphia. They are Dr. Bert W. 
Caldwell, retired executive secretary of the A.H.A., 
and Asa S. Bacon, superintendent emeritus of 
Presbyterian Hospital, Chicago. 


A resolution concerning the former said: “Doc- 
tor Caldwell, an outstanding hospital authority, 
has led a full professional life and through the 
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capable management of his office has promoted the 
welfare of the American Hospital Association and 
the welfare of all hospitals connected with the 
national body.” 


Mr. Bacon was saluted as “friend, counselor and 
guide of hundreds of hospital administrators for 
years.” The resolution continued: “He stood for 
the better things in hospitalization and combined 
his executive ability with a deep-seated conscious- 
ness for the well being of others.” 
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Blue Cross News 


Medical Care Insurance—Compulsory or 
Voluntary? 


One of the important questions which the people 
of this country are asking today is whether it is 
necessary to follow Great Britain and many of the 
European countries in a plan of compulsory health 
service. The report of Sir William Beveridge in 
Britain, and that of the National Resources Plan- 
ing Board in our own country have raised the 
question very definitely. 


Most of us would like to find a solution through 
voluntary and cooperative effort if we can. In any 
event we want to do everything possible to meet 
the situation through such cooperation before we 
embark upon an all-embracing social and economic 
plan. If we find that we cannnot bring adequate 
hospital and medical care to the public through 
voluntary efforts we must consider some form of 
compulsion which will at the same time preserve 
our individual rights and privileges and the best 
traditions of the medical profession. 


One important experiment now being made in 
this country is prepaid hospital and medical care. 
In the hospital field this effort has had remarkable 
success. In a little more than a decade the nonprofit 
plans have been able to bring protection to a group 
of eleven million people. If those protected by the 
stock and mutual companies are added, the number 
of persons who have hospital protection is in the 
neighborhood of fifteen million. 


While it is too early to come to any final con- 
clusion, the indications are that through voluntary 
hospital insurance we shall be able to get sufficient 
volume to make compulsion unnecessary. 


Excerpted from a speech delivered by LOUIS H. PINK, presi- 
dent of Associated Hospital Service of New York and former 
Superintendent of Insurance of the State of New York. 

At the annual meeting of the New York State Medical Society 
at the Hotel Statler, Buffalo, New York, May 5, 1943. 
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The entire May issue of “The Third Ingredient,” 
house magazine published by Associated Hospital 
Service, Inc., Youngstown, Ohio, is devoted to the 
story of National Hospital Day, the life of Florence 
Nightingale, and the hospitals’ need for student 
nurses, 
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A LETTER FROM 


THE GOVERNOR OF ILLINOIS, 
CONGRATULATING BLUE CROSS 


Honorable Dwight H. Green 








Orrics or Taz GOvERNOR 


SPRINGFIELD 


Mr. C. Rufus Rorem, Director 
Hospital Service Plan Commission 
American Hospital Association 
18 East Division Street, 
Chicago,Illinois 


Dear Mr, Rorem: 


My attention has been called to the 
Blue Cross Hospitalizetion plans, and the great 
number of people in Illinois who have- taken 
advantage of this service. 


I feel that one of the greatest con- 
tributions that we on the home front can make 
toward the war effort, is to help safeguard the 
health of our men, women and children; particularly 
our citizens engaged in defense work. 


I wish to extend my hearty congratulations 
to you and your associates in this field, for your 
efforts along this line. 


Sincerely, 














Regional Conference of Plans 


The pictures below show representatives of Blue 
Cross Plans who were present at a regional con- 
ference held in the Neil House, Columbus, Ohio, 
April 27. Left to right: Michael A. Kelly, associate 
director, Cleveland Hospital Service Association; 
Wilford Holcomb, secretary, Akron Hospital 
Service; John A. McNamara, executive director, 
Cleveland Hospital Service Association; Erwin C. 
Pohlman, superintendent, Grant Hospital, Colum- 
bus; R. O. Parker, director, Hospital Service, Inc., 
of Stark County; James E. Stuart, executive vice- 
president, Hospital Care Corporation, Cincinnati; 
Robert E. Mills, director, Associated Hospital 
Service, Youngstown; Harold E. Roush, executive 
director, Akron Hospital Service; James E. 
Montgomery, executive secretary, Hospital Service 
Association of Toledo; A. C. Cook, president, Asso- 
ciated Hospital Service, Inc., Youngstown; Ralph 
W. Jordan, director, Central Hospital Service, 
Columbus; Mrs. Lucile Brick, associate director, 
Central Hospital Service, Columbus; Robert J. 
Marsh, executive director, Huntington Hospital 
Service, Inc., Huntington, W. Va.; C. Rufus Rorem, 
director, Hospital Service Plan Commission. 


PROGRAM 
TUESDAY, APRIL 27, 1943 
PRESIDING: Robert E. Mills, Member Regional Committee 


10:00 A.M. 
THE NEw NATIONAL CONTRACT 
James E. Stuart, Hospital Care Corporation, Cincinnati 
11:00 A.M. 


RoOuND TABLE ON SURGICAL COVERAGE 
John A, McNamara, Cleveland Hospital Service Association 


2:00 P.M. 


PREVAILING RATES FOR HOSPITALS 
Erwin C. Pohlman, Grant Hospital, Columbus 





3:00 P.M. 


TRENDS IN THE BLUE CROSS APPROVAL PROGRAM 
C. Rufus Rorem, Hospital Service Plan Commission 


6:30 P.M. 


Dinner Meeting 
Our RESPONSIBILITY TO THE PUBLIC 
John A. Lloyd, Union Central Life, Cincinnati 
Former Insurance Commissioner of Ohio 


WEDNESDAY, APRIL 28, 1943 
Ohio Hospital Association 


10:00 A.M. 
SERVICE PLANS TODAY AND TOMORROW 
Dr. Robert H. Bishop, Jr., University Hospitals, Cleveland 
3:00 P.M. 


RounpD TABLE 
James A. Hamilton, President, American Hospital 
Association 
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Prior to Blue Cross 


A medical prepayment plan was in operation in 
Montreal in 1655 and a similar hospital service plan 
was developed in 1681, according to documents 
furnished E. D. Millican, executive director, Que- 
bec Hospital Service Association, Montreal. The 
documents were unearthed by a Montreal lawyer 
who was doing research on kindred subjects. The 
medical contract was between Etienne Bouchard, 
master surgeon of the Island of Ville-Marie and 
36 family heads and provided that “Bouchard 
undertakes and obliges himself to dress and to 
physic, of all sorts of illness, whether natural or 
accidental, except for plagues . . . in consideration 
of the sum of 100 sous each year . . . said payment 
to cover also their wives and children, including 
children who may hereafter be born.” On April 5, 
six others also joined the plan. 
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Blue Cross Member Hospital Emblem 


Popular 

The announcement in the May issue of 
HOSPITALS that identification emblems were 
available to member Hospitals of Blue Cross Plans 
has resulted in a heavy demand. A description of 
the emblem and a good reason for its display is 
found in a letter from Ed Moore, manager of Hos- 
pital Service Corp. of Alabama, addressed to the 
affiliated hospitals in his area of service. 


“We are mailing to you a very beautiful 
work of art, done in four colors, and appropri- 
ately framed, an emblem for display in a 
conspicuous place in your lobby or near the 
desk of your cashier or admitting clerk. 


“We are trying to popularize the Blue Cross 
Plans, believing the hospitals and the public 
will greatly benefit if we can continue to 
increase our membership as we have in the 
past six years.” 


The supervisor of the Plan Enrollment Depart- 
ment follows up this letter by calling on the 
hospital and arranging for proper display. 
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Mayor of Utica Issues Proclamation 


In connection with Hospital Day and its observ- 
ance, Mayor Corrou yesterday issued this procla- 
mation: 


“It is most fitting that on one day of the year 
the citizens of Utica join with the rest of the 
nation to render special honor to the hospitals 
of their city and their community Blue Cross 
hospital plan sponsored by the hospitals. 


“The tremendous importance and the great 
work our hospitals and its plan are accom- 
plishing in assisting to maintain and restore 
the health of the nation, to better carry on the 
war effort and the active aggression on the 
home front, is of paramount importance. 


“I do, therefore, as Mayor of Utica, proclaim 
Wednesday, May 12, the birthday of Florence 
Nightingale, who first introduced the profes- 
sion of nursing, Hospital Day in special recog- 
nition of the accomplishments our hospitals 
have achieved despite the tremendous diffi- 
culties imposed upon them during their all-out 
effort.” 

Utica Daily Press, May 12, 1943. 
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The Southwestern Advocate, organ of the 
Methodist Church in Texas, Oklahoma and New 
Mexico carries a story of the Texas Blue Cross 
Plan in its April 29th issue which was sponsored 
by the Methodist Hospitals of Texas. 
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Amertopics, employees paper of Amertorp Corpora- 
tion, St. Louis plant, carried a feature article on Blue 
Cross enrollment. Booths were set up in advantageous 
locations throughout the plant, and the employees were 
personally interviewed by special representatives of the 
Plan. According to R. F. McCarthy, executive director of 
the Group Hospital Service, which conducted the cam- 
paign, the Plan enrolled 2500 of the 3000 plant employees. 
In addition, wives and children of employees swelled the 
total to well over 5000 members. In the above picture, 
Mr. McCarthy peers out from behind the desk at which 
he is interviewing a war worker. The personnel director 
assures the Government inspector that everything is okay. 





Group Life and Other Insurance for Blue Cross 
Employees: A number of the larger Blue 
Cross plans carry group life insurance on their 
employees, certain smaller ones carry wholesale 
life insurance for employees, in each case the 
monthly premium being shared by employer and 
employee. 

Other plans have established “group pension” 
systems with equal proportions of the employees’ 
salary being contributed by the workers and the 
Blue Cross plans. In each case the accumulative 
pension fund may be withdrawn by the employee 
on severance of employment, the employee receiv- 
ing his own contribution and a certain surrender 
value of the portion paid by the Blue Cross plan. 

* * * 

Experience with Bed Shortage in New York 
State: At the State Conference in Rochester, New 
York, April 22, Blue Cross plan executives reported 
that they had paid a substantial number of bills 
for patients who were unable to receive care in 
member hospitals or other hospitals in the area. 
As a matter of procedure, the New York City plan 
requires the subscriber to submit evidence of proof 
of expense incurred. Other plans require only 
proof of difficulty or impossibility of obtaining 
service. It is customary to require the subscriber 
to submit evidence that he has tried to be admitted 
to at least three hospitals. 





77 












% * 
7 


a ¥ hh 
fon as 


- 


Above: Blue Cross window display in Gimbel’s "De- 
partment Store, Milwaukee, Wisconsin, during National 
Hospital Week. Arranged at the suggestion of L. R. 
Wheeler, plan director, by George J. Nauert, public re- 
lations director of Associated Hospital Service, Inc. 


Left Column (top): Profiting from the human urge to 
go window-shopping, indulged even more so in these days 
of rationing and purchase restriction, Associated Hospital 
Service of Nebraska—J. H. Pfeiffer, executive director— 
tries to place at least one window monthly in large de- 
partment stores in his area. The above trim was displayed 
in Wolbach’s, the largest department store in Grand Is- 
land, a store in which the Plan has almost one hundred 
per cent enrollment. 


Center: Joint booth of the Hospital Service Plan Com- 

mission and the Council on Public Education at the 

recent Tri-State Assembly shows Leon R. Wheeler, Wis- 

consin plan director, and Eleanor Reith of the Commis- 

sion staff ostensibly engaged in a deep study of nurse 

recruitment literature, but actually slightly weary at 
day’s end. 


Lower left: Three of the first nine persons who staffed 
Associated Hospital Service when it issued its first con- 
tract on May 7, 1935 examine a chart showing the growth 
of the three-cents-a-day Plan for hospital care to more 
than 1,330,000 subscribers in eight years. L-ft to right 
they are: Frank Hughes, division bureau chief; Mrs. 
Berte Potassin Eckstein, head of the addressograph de- 
partment, and Frank Van Dyk, vice-president in charge 
of enrollment. The eighth anniversary was observed at a 
dinner attended by one hundred employees of five years 
service or more. 


HOSPITALS 








Cross Plans face what appears to be a dilemma. 

On the one hand, Plans encourage physicians, 
graduate nurses and hospital employees to act as 
their agents to interpret the public character and 
to administer the personal benefits of the Blue 
Cross program. They are the people who im- 
plement the subscriber contract. They administer 
the service. They give meaning to the program. 
It is recognized that enthusiastic Blue Cross sup- 
port at the patient’s bedside spells the difference 
between satisfaction or disappointment with the 
Plan. For these reasons Plan administrators are 
anxious to enroll all health service groups affili- 
ated with member hospitals. 


" THE enrollment of hospital personnel, Blue 



















On the other hand, Plans face the practical con- 
sideration of determining whether the additional 
costs of enrolling, handling collections and pro- 
viding service to this class of participants are jus- 
tified by beneficial public relations and other 
values. 








Group Organization 
It has been found that group enrollment has a 
number of distinct advantages over other methods 
and therefore has been adopted as the procedure 
for organizing Blue Cross units in industry. Three 
desirable purposes of group ‘enrollment in Blue 
Cross Plans are (1) to reach large numbers of 
people through single group presentations, thus 
eliminating excessive individual solicitation ex- 
pense, (2) to obtain a cross section of risk from 
already existing population units which reflects 
the average hospttal utilization rate of the com- 
munity as a whole, (3) to establish Blue Cross 
units at places of employment where payment of 
subscriptions can be made through sources of in- 
come (the employers) thus reducing billing and 

collection expense to a minimum. 





Hospital Employee Groups 

The enrollment of hospital employee groups can 
be handled the same as any other employed unit 
and the collection of monthly subscriptions can be 
made through payroll deduction, the method found 
to be most economic and satisfactory in industry. 
But—the enrollment of professional groups, the 
doctors and graduate nurses, presents distinct 
problems. 


———— 


19g sented to The Tri-State Hospital Assembly, Chicago, May 





June 1943 


Hospital Personnel in Blue Cross Plans 


MAURICE J. NORBY 
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@ Maurice J. Norby, Research Director, Hos- 
pital Service Plan Commission, Chicago. 





Professional Groups 


Some of the advantages of employed unit or- 
ganization are present in the enrollment of physi- 
cians and graduate nurses. Although a great 
majority of doctors and nurses belong to their 
respective professional societies or associations, 
attendance at periodic meetings is usually not rep- 
resentative of the membership. Hence, it is not 
possible to reach the entire membership or to poll 
opinion through presentations at such group meet- 
ings. A direct mail approach to such groups has 
proven to be more expensive, and is known to be 
less effective, than group meeting contacts. 


Almost all hospitals hold regular medical staff 
meetings and have established formal nurses 
alumnae groups through which they can be con- 
tacted. However, a procedure which requires a 
large number of meetings to explain plan mem- 
bership to comparatively few individuals is ex- 
pensive and wasteful of Plan manpower and sub- 
scriber funds. 


Current methods for. collection of subscriptions 
from professional groups have been expensive, 
and they have contributed to high cancellations of 
membership among such groups. Variations of two 
methods have been employed to collect the mem- 
bership fees: (a) to send statements directly to 
physician or nurse subscribers; (b) to require the 
secretary of the professional society or association 
to act as group treasurer for the membership by 
collecting cash from constituent subscribers and 
making one remittance for the group. The “bill- 
direct” method of collection has been the more 
expensive, because it requires individual. atten- 
tion in billing, mailing, control and posting. But 
each method requires the subscriber to re-purchase 
his membership in the Plan on every payment 
date. Each time his payment becomes due he must 
decide whether or not he wishes to continue his 
membership. Inasmuch as no plan representative 
is present, nor literature at hand to explain Blue 
Cross advantages, he must rely on his memory to 
review the Plan benefits. Such a self-sales program 
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is ineffective and results in high cancellation rates. 
Sales expense related to contracts in force is thus 
increased and the selection of risk obtained with 
the original enrollment is disturbed. 


Use of Hospital Care 


Utilization of hospital care among health service 
groups is greater than among industrial and civic 
groups. Whether this results from their having a 
greater appreciation for hospital service, whether 
they find it more convenient than the general pub- 
lic to use hospital facilities, or whether their oc- 
cupations require more meticulous care of health, 
does not alter the fact that, by and large, parti- 
cipants in the health service category use more 
care than can be purchased by their subscription 
fees. 


The question arises: Should health service 
groups be enrolled in Blue Cross Plans on the 
same basis as other employed groups in the com- 
munity? Some executives think they should be 
accepted, just as other high utilization groups 
(such as school teachers and predominately female 
units) at regular subscription rates and without 
special benefit limitations. 


Others believe that it would place hospitals in 
an indefensible position to let it be known that 
hospitals—which have been described as the bene- 
factors of the public health through their assump- 
tion of liability and sponsorship of Blue Cross 
Plans—were actually benefiting their employees 
and affiliated professional groups to a greater ex- 
tent than others from the general public. It has 
also been suggested that, if the nature of hospital 
employment is such as to require a higher stand- 
ard of health than in public life, it is a responsibil- 
ity which should be assumed by the hospital and 
not added as a public burden to Blue Cross sub- 
scription fees. 


Some go so far as to suggest that those in charge 
of hospital personnel health service programs 
often prescribe treatment and service beyond the 
point of actual necessity, and that this type of 
abuse would be encouraged by the Blue Cross pro- 
gram; for under such an arrangement the hospital 
would receive both a deluxe personnel health pro- 
gram and a subsidy for its maintenance. 


Summary of Present Practices 


These are some of the problems which must be 
faced when considering the enrollment of health 
service groups. What are Plans doing about it? 
How are they meeting these problems? In order 
to answer these questions, Plans operating in the 
North Central States were requested to outline 
their regulations governing the enrollment of 
physicians, graduate nurses, student nurses, and 
hospital employees. Tabulations of the replies are 
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attached to this paper and a summary of the prac- 
tice in this area follows: 


Health service groups are eligible for enroll- 
ment: All ten Plans which reported data enroll 
physicians, graduate nurses and member hospital 
employees. Only one Plan permits physicians to 
enroll as individuals; others require them to be- 
come subscribers through hospital staff organiza- 
tions or through their local medical societies. 
Graduate nurses are enrolled through one of four 
organized nursing groups, the nurses register, 
nurse associations, hospital alumnae groups or hos- 
pital staffs. Student nurses and hospital employees 
are enrolled only as hospital groups. 


Plans do not impose more rigid enrollment regu- 
lations on health service groups than upon other 
groups: It appears that Plans in this area have es- 
tablished the same enrollment regulations for 
health service groups as for others. In actual prac- 
tice, however, it is probably true that nearly all 
Plans relax their already liberal regulations to 
facilitate enrollment of these groups. 


Plans have established methods of payment 
which appear to meet the convenience of the 
groups: The professional groups (physicians and 
graduate nurses) are permitted to make payments 
directly to the Plan or through society or associa- 
tion group treasurers. Student nurses and hospital 
employees make payments through group treasur- 
ers or by payroll deduction. 


Payment periods (the intervals between pay- 
ments) are greater for professional groups than 
for hospital employees: Eight Plans permit physi- 
cians to make annual payments; seven permit 
semi-annual payments; four, quarterly; and one, 
monthly. Slightly shorter payment intervals are 
permitted for graduate nurses and almost all Plans 
require monthly payments by hospital employees. 


One half of the Plans in this area restrict bene- 
fits for hospital employees, but not for professional 


' groups: Five Plans require member hospitals to 


underwrite utilization losses for their employees 
who enroll in local Blue Cross Plans. Three of the 
four Plans which enroll student nurses have si- 
milar arrangements covering these participants. 
Two Plans apply this regulation to graduate nurses 
and one Plan applies it to physicians enrolled 
through member hospital staffs. 


All Plans which restrict benefits to health serv- 
ice groups limit the amount of payment to hos- 
pitals by the Plan to a maximum of 100 per cent 
of the earned income from these groups: Addi- 
tional service is charged to the hospital which 
sponsors the group. In other words, the arrange- 
ments for restriction of benefits are made between 
the individual hospitals and the Plan. Subscribers 
in health service groups are free to receive care 
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within the maximum limits of their contracts the 
same as other subscribers without regard to the 
amount of service used by their groups. 


Most of the Plans do not apply benefit restric- 
tions to dependents of subscribers in health service 
groups: Only two Plans apply this regulation to 
dependents of student nurses, graduate nurses and 
physicians. 


Observations and Suggestions 


I have had an opportunity to observe and to par- 
ticipate in the development of present Blue Cross 
regulations as they apply to hospital employees 
and allied groups, both as a field representative 
and as a plan administrator. My observation is 
that a few of the difficult problems have been 
solved, a number have been compromised, others 
have been evaded, and several have been ignored. 

Enrollment of health service groups must be ac- 
celerated: In my opinion, hospital administrators 
should do everything possible to influence their 
employees, nurses alumnae associations and med- 
ical staffs to enroll 100 per cent in Blue Cross Plans. 
We are working in the shadow of compulsory 
legislation to federalize hospital care insurance 
and we must realize that the demonstration of the 
feasability of a voluntary program rests not on the 
eleven million persons already enrolled, but rather 
on the new millions we can enroll in the next six, 
twelve, or eighteen months. There are more than 
one-half million employees and persons affiliated 
with Plan member hospitals. Dependents of these 
individuals swell the potential Blue Cross mem- 
bers in this category to over a million individuals. 
Not more than one-fifth of them are enrolled. We 
have an enrollment job to do within the family. 


Enrollment of student nurses: Student nurses 
need hospital care the same as any other group. 
Yet few hospitals and fewer Plans have considered 
their protection. It seems logical to expect student 
nurses to provide for their own health service the 
same as students in other institutions. It would be 
a comparatively simple innovation for the hospitals 
to require an annual payment of a student health 
fee, part of which could be used for subscriptions 
to Blue Cross Plans. Such an arrangement would 
relieve the hospitals of most of the health service 
expense of their student groups and at the same 
time it would contribute a considerable number of 
subscribers to Plans. 

Benefit restrictions: In my opinion, the sincerity 
of purpose of both Plans and hospitals might well 
be questioned if they permit greater benefits to 
accrue to hospital employees than to subscribers 
from the general public especially when the hos- 
pitals themselves determine how much care should 
be dispensed, when they benefit directly from the 
health program they establish and when they col- 
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lect more than their own subscribers’ dollars for 
the service they provide. On the other hand, I do 
not subscribe to the requirement that hospitals 
should guarantee deficits in the accounts of de- 
pendents, graduate nurses or physicians over 
whom the hospital has no jurisdiction. Such a re- 
quirement appears to shift the financial responsi- 
bility for the burden of this expense from the com- 
munity to the hospital. 


Method of payment: One-half of the Plans in 
this area have been required by their member 
hospitals to accept payments from hospital em- 
ployees through group treasurers who make cash 
collections from subscribers. It has been deter- 
mined that payments through payroll deduction 
are most economic and satisfactory from the point 
of view of sound Plan operation. It is improbable 
that commercial agencies will subscribe to a meth- 
od of payment no matter how great the advan- 
tages to the Plan if the sponsors of the Plan them- 
selves elect to use some other method. It would 
appear that the payment method in a number of 
hospitals should be changed rapidly both to assist 
Plan administration and to demonstrate the hos- 
pital support which has been publicized. 


Concessions to Professional Groups: Plans rest 
their case in the hands of the physician and grad- 
uate nurse. Blue Cross patients remember them 
as the purveyors of the service Plans said would 
be provided. If these ministers of service are 
strong, sympathetic supporters of the Blue Cross 
program, Plans will be assured of strong support 
by the subscribers they hospitalize. Nurses and 
doctors operate as individuals. Plans must make 
it convenient for them to enroll by adapting en- 
rollment requirements and payment methods to 
their needs. Their membership may be expensive 
to obtain and to hold. But it appears important that 
their desire to participate be satisfied. Their un- 
qualified support will prove its worth. 


Blue Cross Plans initiated their programs by 
reaching out into the community and by enrolling 
industrial, commercial and civic groups. It now 
appears time to strengthen their base of public 
relations and sympathetic understanding by bind- 
ing the Plans more closely to hospitals through 
enrollment of all affiliated hospital groups. 





Officers of Ohio Hospital Association 


W. L. Benfer, superintendent of the Toledo Hos- 
pital, Toledo, Ohio, was recently installed as pres- 
ident of the Ohio Hospital Association. Lee S. 
Lanpher, superintendent of Lutheran Hospital, 
Cleveland, Ohio, is president-elect, and Agnes 
Hatch, superintendent of Chillicothe Hospital, 
Chillicothe, Ohio, is first vice-president. 
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Displays in a Public Relations Program 


ABRAHAM OSEROFF 


The fourth article in a series describing publicity methods adopted by the Hospital Service Association of Pittsburgh. 


service plan, and with that premise at the base 

of our public relations program we have con- 
tinually sought to enlist the cooperation of our 94 
participating hospitals. Our public relations and 
publicity force were instructed to encourage the 
hospital organization to serve as a mouthpiece 
for a job of interpretation to those whom it natur- 
ally attracts as patients and visitors. 


T szrice ian is the keystone of the hospital 


The fact that the hospital is not a sales organi- 
zation and is in a better position to speak to pa- 


tients and prospective patients, in an unbiased. 


way, of the merits of any approach to hospital 
care is certainly a vital advantage in a promotional 
program. But unless we do keep a close check on 
our activities we often neglect this valuable medi- 
um of expression and instead imitate the advertis- 
ing program of commercial organizations. When 
this happens, when you compete with “the high 
pressure boys” on their own grounds, you deserve 
the beating you are likely to receive. 


Hospital Display Poster 


Our aim then was to use the resources of the 
hospital to promote our service. The approach at 
first was through specially printed pamphlets and 
brochures. Once the effectiveness of these had 
been demonstrated it was not difficult to secure 
the cooperation of the hospital in the preparation 
of a poster. A 14 by 20 inch display was so designed 
as to carry a border of half tone cuts of hospital 
buildings while the center panel contained only 
the following copy: 


“This is a PARTICIPATING HOSPITAL 
of the Hospital Service Association.” 


The design of the poster was such as to permit 
one printing to serve twenty hospitals. By substi- 
tuting half tones a new poster could be created 
each time. When the hospital learned that it would 
receive a poster containing its own picture, it 
wholeheartedly agreed to mount the display in a 
prominent place in the lobby. Half of the quantity 
of posters printed were framed and distributed 
to member hospitals by our hospital relations de- 
partment. The unframed posters were sent directly 
to the hospitals and in many instances these were 
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mounted on bulletin boards and other advantage- 
ous spots about the hospital. 


‘Present plans of this Association call for further 
utilization of the hospital display poster. We are 
now preparing a public service display to meet 
wartime needs of our hospitals; to enlist the coop- 
eration of hospital visitors. An inconspicuous by- 
line at the bottom of the poster will be the only 
reference to the Hospital Service Association of 
Pittsburgh. 


The Syndicate Poster 


Following the development of a hospital poster 
we saw that it would be well to create a display 
to catch the eye of the general public. Here, we 
knew, we would be able to proceed without the 
restrictions imposed by the formality and dignity 
required by hospitals. We looked about then for 
a series of attention-attracting signs that would 
convey our message to the man in the street, in 
the shop, and in the office. After much thought 
and discussion it was decided that a series of col- 
orful and laugh-provoking drawings created by a 
nationally known cartoonist would answer the 
purpose. Our public relations department arranged 
with Cy Hungerford, known for his popular Na- 
tional Defense Posters, to work on this assignment. 
That Mr. Hungerford succeeded is evidenced by 
the fact that the resulting drawings were not only 
received enthusiastically in Western Pennsylvania 
but in other parts of the country where they were 
adopted by hospital service plans. 


We have to date made available to other plans 
16,000 of the 11 by 17 Hungerford posters. The 
displays have proved of incalculable value in en- 
rollments and resolicitations of large accounts. 
When it was impossible personally to reach each 
employee, these posters carried the message, cre- 
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ated discussion, and incited word-of-mouth pub- 
licity. To sum it up, our Hungerford posters have 
done, and are still doing an excellent job of selling. 


National Cartoon Series 


The response to the Hungerford drawings was 
so gratifying that we immediately made plans for 
an additional series of four color posters which 
could serve as a follow-up attraction. In this case 
we used drawings originally created for national 
publications; which were culled from a large selec- 
tion of humorous sketches. Since the cartoonist 
in each instance had sought only to achieve a 
laugh, it became our problem to create appropri- 
ate captions relating the drawing to hospital 
service. Here again the results proved satisfying, 
for when our representatives began to report that 
the posters were converting casual onlookers into 
subscribers we felt vindicated in our expressed 
belief that a chuckle and a good natured grin 
would do a better job of selling hospital service 
than the hitherto customary fear and tear ap- 
proach. 

The Standardized Imprint 


After copyright arrangements were made with 
each artist, the National Cartoon Series were like- 
wise syndicated. It was at this time that we began 
to use an arrangement of copy on the bottom 
panel of these posters which we have since re- 
ferred to as a “Standardized Imprint.” These im- 
prints make it possible to use small quantities of 
the posters, where previously it was found im- 
practical to have posters printed for small groups. 
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This arrangement allows for the filling in, by pen 
or pencil, the opening and closing dates of the 
solicitation period, as well as the name of the 
person with whom applications are to be left. 


Window Displays 


The problem of window displays is one that is 
not easily solved. This form of display may prove 
troublesome and if mishandled can do more harm 
than good. A cheap, hastily thrown together dis- 
play will cast reflections on your organization, 
while on the other hand, an elaborate and obvi- 
ously expensive display will invite criticism of 
the nonprofit organization. In our experience with 
this medium of interpretation we found that the 
best practice was to divide window displays into 
two categories—the solid, permanent display, and 
the temporary display. 


In the long run it is more economical to build 
a solidly constructed display. Allowing for vari- 
able copy and new photographs to be used at 
later dates, we arranged to have three large dis- 
plays built for placement in 10 foot windows. 
These displays have since been used in banks, 
stores, and lobbies. In addition they have been sent 
in rotation to district offices where they were 
modified to fit local conditions. 


The temporary display is one that must be cre- 
ated to meet an immediate need. For example, in 
our recent drive for enrollment of Bethlehem 
Steel employees at Johnstown, due to war trans- 
portation problems, we found it expedient to have 
our representatives station themselves in various 
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Window Display Used by Hospital Service Association of Pittsburgh 


community centers in order to acquaint prospec- 
tive subscribers with our service. It was necessary 
to call this fact to the attention of the residents 
of each community, and this was accomplished by 
a temporary window display consisting of a large 
center placard announcing the dates and time the 
representative would be at the center, pictures of 
the local participating hospitals, blowups of let- 
ters from the superintendents of these hospitals, 
a photograph of some local resident who had al- 
ready benefited from membership in the Associa- 
tion, and finally a copy of this subscriber’s state- 
ment. ’ 


Mechanical Display Machines 


Effective use of mechanical display machines 
has been made by this Association. Each machine 
has sixteen pages which are designed to rotate 
before the viewer at a rate sufficient to allow him 
time to see illustrations, photographs, and copy. 
The machines fit into leather cases and are easily 
transported by field representatives. They are set 
up in store windows, lobbies, employees’ cafe- 
terias, factories, convention halls, etc. The pages of 
the mechanical display machine may be viewed 
from front and back; the machine itself operates 
on either direct or alternating current and a con- 
cealed light allows for showing at night. 


The possibilities inherent in public displays are 
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truly unlimited. The medium can well serve to 
stimulate community interest in hospital service. 
When alertness to available opportunities is fol- 
lowed by careful usage, displays can play a most 
important role in the public relations program. 
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THE NATION OBSERVES 
NATIONAL HOSPITAL DAY 








Top: Lieutenant Colonel Curtis H. Lohr pins essential 
worker emblem on an employee of St. Louis County Hos- 
pital, St. Louis, Missouri. 


Above (left): Four network programs told the story of 
National Hospital Day to millions of listeners. In addi- 
tion, local broadcasts reached wide audiences. Left to 
right—Joan Skelton, student nurse; Arthur Page, pro- 
gram director of WLS; and George P. Bugbee, executive 
secretary of the American Hospital Association. 


Above (right): The City of Milwaukee, Wisconsin pub- 
licized the day by bright mazda bulbs on the City Hall. 


Top of second column: Louis L. Roth, president of the 

Rotary Club of St Louis, Missouri, receives First Annual 

Community Service Award from H. J. Mohler, president 

of the St. Louis Council, in the presence of Mary Herle- 
man, first Rotary nurse. 


In the second picture, Honorable Coke R. Stevenson, 
Governor of Texas, signs a proclamation in the presence 
of well-known hospital administrators of Texas. 
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PRESIDENTIAL PROCLAMATION 


The White House 
Washington 


Dear Mr. Hamilton: 


May I again take this opportunity to send 
my greetings to all the members of the Amer- 
ican Hospital Association. A year of great 
accomplishment by your organization will 
end on May twelfth. In the coming year one 
of your most important duties will be to aid 
in the training of nurses for the armed serv- 
ices and our civilian communities. Let May 
twelfth—the birthday of Florence Nightingale 


_—be celebrated not only as National Hos- 


pital Day but as the day on which sixty-five 
thousand student nurses will answer the call 
for service to their country. 
Very sincerely yours, 
Franklin D. Roosevelt. 


Mr. James A. Hamilton, 
President, 

American Hospital Association, 
New Haven Hospital, 

New Haven, Connecticut. 
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Above: Mass capping ceremony on Boston Common. The 

gentleman at the radio microphone is Dr. Charles F. 

Wilinsky. As each student nurse was capped by Marjorie 

B. Davis, R.N., Chairman of the Massachusetts Nursing 

Council for War Service, the Florence Nightingale Creed 
was intoned. 


Right: Wesley Memorial Hospital Student Nurses’ 

Chorus, under the direction of Jewell Martin Lovejoy 

sang over several radio stations in the Chicago area on 
National Hospital Day. 


Below: Window displays were a popular method of di- 
recting public attention to the work of hospitals. Both 
window displays were in Erie Department Stores. 
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NATIONAL HOSPITAL DAY AWARDS 


One of the highlights of the Forty-Fifth Annual Convention in Buffalo, September 13-17, 
will be the presentation of awards to the hospitals and hospital associations—in five classes 
—which have developed the best public relations program during the year ending May 12, 
1943. If your hospital has completed an outstanding public relations program during the 
past year, it is suggested that you make application for one of the awards. Complete details 
as to the awards, and the necessary application form, will be mailed to all member hos- 
pitals of the American Hospital Association in the near future. The deadline for your 
report of observance has been set at August 15. 


American Hospital Association, Council on Public Education, Committee on Awards. 
R. F. Cahalane, Chairman, Rev. John J. Bingham, Dr. R. H. Bishop, Jr. 
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Collection Procedures 


HAROLD B. BURR 


is only a part of the collection procedure. For 

instance, one must realize that besides the 
hospital account, the patient usually has doctor 
bills and other obligations caused by illness and 
loss of income. Generally, the credit officer must 
be very clever and shrewd to uncover any false 
statements which might result in the total loss of 
the account. 


Ts ROUTINE COLLECTION of the patient’s account 


The procedure which we have found best suited 
for our use could be adopted in part by any hos- 
pital and entirely by any small or large hospital 
outside of the large community areas. 


Established Credit Policies Must Be Understood 
and Followed by Hospital Staff 


After credit policies are established they must 
be understood and followed by the personnel, 
medical, and administrative staff. 5 


1 The admittance officer’s responsibility of 
credit procedure ceases with the completion of 
the personal history; the name, the admission 
number, date, hour, present address, previous ad- 
dress, social status, age, birthdate, birthplace, oc- 
cupation, employer’s name and address, and kind 
of insurance carried. 


2 The credit officer controls the collection of ac- 
counts and the financial arrangements from time 
of admission to discharge with the patient or per- 
son responsible. 


3 An advance payment for hospital care is re- 
quested and is of great assistance in securing full 
payment for hospital care. On ward accommoda- 
tions, we permit time arrangements on one-half 
of the account which is payable each week—the 
final arrangements are to be made at the time of 
discharge. On semi-private and private accommo- 
dations, we ordinarily permit no time arrange- 
ments. Statements are rendered and payable 
weekly, and the balance of the account is to be 
paid on discharge. Socially and financially promi- 
nent patients are extended the courtesy of having 
a statement mailed to them upon. discharge. 


4 The hospital has the right to move a patient 
to a cheaper accommodation when it becomes 
known that he cannot pay for the room accommo- 
dation he has chosen. 


5 Certificates of proof of death and hospital in- 
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surance reports are given to the credit officer for 
disposition. 

6 When hospital collection efforts have failed, 
accounts may be turned over to a collector or col- 
lection agency. 


7 Accounts are not to be reduced, except when 
a cash settlement can be had prior to the outlaw 
of the account. 


8 Readmitted patients who have evaded pay- 
ment of a previous indebtedness are required to 
make a cash settlement of such indebtedness to- 
gether with a deposit on the readmitted accommo- 
dations. 


9 Legal procedures are used with extreme 
care, although after due deliberation and for the 
best interests of the hospital, an account may be 
given to an attorney with the authority to bring 
suit, garnishee, or to obtain judgment. We very 
seldom use legal proceedings, since it is usually 
costly to the hospital, in good will. 


After the establishment of credit policies, sound 
judgment and consideration must be practiced. 
We endeavor to enforce these policies, but in hos- 
pitals a definite credit policy cannot always be 
followed; we cannot select our own credit risks, 
and in some cases, must establish credit after the 
service is rendered. 


Uncollectible Accounts 


In an analysis of hospital uncollectible accounts, 
it has been disclosed that the following circum- 
stances existed: 


1 Inadequate credit information is given. 


2 Patient is indigent, and this condition evi- 
dently existed at the time of hospitalization. 


3 No definite plan of payment had been ar- 
ranged. 


4 There are misunderstandings as to hospital 
charges. 


5 Estates and miscellaneous disputes, cause 
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lack of determination as to who would be 
responsible for the accounts. 


6 Statements or letters requesting payment 
were never received. 


In determining the patient’s ability to pay, sev- 
eral factors must be taken into consideration, the 
possible length of time to be confined, employ- 
ment, salary, and income, current and fixed obli- 
gations, size of family, and character. 


The attending physician who is well acquainted 
with a hospital’s collection procedure is generally 
familiar with the financial circumstances of his 
patient and of the patient’s family. He can be of 
great assistance to the hospital in completing sat- 
isfactory arrangements. 


Procedure While in the Hospital 


Financial arrangements are made the day fol- 
lowing admission to the hospital. 


Each morning, the credit office receives from 
the admittance office, ledgers and credit applica- 
tions, together with a copy of daily admissions of 
patients. Before interviewing the patient or per- 
son responsible, a preliminary check is made as 
to the patient’s employment, and in some cases, 
his credit standing in the community. 


Almost all admitted patients are interviewed 
and subjected to routine questioning. When a pa- 
tient is too ill to furnish information, a memo- 
randum is left in his room for the responsible per- 
son to call at the information desk. When he calls 
at the information desk, he is directed to the per- 
son requesting the interview. A relative or close 
friend may furnish the necessary information to 
complete the patient’s credit application. 


The patient is usually requested to give the fol- 
lowing information: 


1 Verification of name, address, age, birthdate, 
birthplace, and maiden name, if a married 
woman. 

2 Previous address or addresses for a period 
of three years. 


3 The length of stay at each resident address 
in the city, the county, and the state (in 
asking these questions we stress the length 
of residence that would be continuous with- 
in the limits of the city, township, county, 
or state). 


4 The nearest relative or friend’s name and 
address. 
5 Dependents and their ages. 


6 The income in the family (from employ- 
ment and other sources). 


7 Patient’s or person’s responsible previous 
employment, wages, and length of service. 
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8 Kind of insurance carried, amount, and 
company. 


9 Property owned, mortgages, and payments. 


10 Analysis of accounts owing, such as: hos- 
pital, doctors, dentists, delinquent rent, fur- 
niture, groceries, clothing, jewelry, and 
loans. 


Finally, established rates are explained and a 
definite plan of payment is arranged. 


After the credit application is completed, em- 
ployment and wages verified with the employer, 
one of three facts is established. Either the patient 
is able to pay, is thought to be unable to pay, or 
is indigent. In the first instance, when the patient 
is able to pay, the credit problem is merely a 
routine matter of paying arrangements. When a 
patient is thought to be unable to pay, possibly 
a relative or friend will guarantee or assume pay- 
ment of the account; otherwise, we must extend 
the very best possible time payment arrangements. 
In the case of an indigent patient, the charity or- 
ganizations will either accept or refuse payment of 
the account. When they accept, our work is com- 
pleted; should they refuse, we are still confronted 
with the problem of finding a source of payment. 


When extending time payment arrangements, a 
hospital should be careful that the patient, or per- 
son responsible, can meet the payments system- 
atically. We have found in most instances that by 
granting the privilege of small payments, we se- 
cure a regular source of income..We seldom re- 
quest a signed cognovit note, but on the other 
hand, ask them to sign a guarantee of the account. 
The individual is placed more or less on an honor 
basis. 


Accounts of patients in the hospital are followed 
with extreme care by the credit officer to make 
certain that patients are carrying out their ar- 
rangements. All weekly statements are taken to 
the patients’ room by the credit officer. 


The promotion of nonprofit and profit insurance 
plans has assisted materially in alleviating the 
hospital’s credit problem. We contact all insurance 
companies to make certain that the hospital in- 
surance is in force, and that they will pay in ac- 
cordance with the patient’s contract and diag- 
nosis. In the case of profit insurance companies, 
and other independent insurance companies, we 
submit diagnosis and the patient’s assignment of 
hospital benefits, in order that the hospital may 
be paid for that portion of the account that is 
covered by insurance. 


Industrial compensation cases are investigated 
very carefully—that patient’s statements of the 
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accidents are verified with the employer’s and in 
doubtful cases we make arrangements with the 
patient for payment of the account. We refund 
the patient the money he has paid, when his claim 
has been accepted or paid by Industrial Compen- 
sation Insurance. 


Procedure After Discharge 


Our collection system consists of a printed en- 
velope and card. Typed on each is complete in- 
formation and arrangements of an unpaid account. 
The envelopes are filed alphabetically, and the 
cards under the date to be reviewed, at which 
time the envelope and card will be removed from 
the file for collection effort. After reviewing the 
account, a new follow-up date is set forth on the 
envelope and card, and returned to the file. Our 
envelopes are kept up-to-date through the posting 
of cash; brief notes are recorded on the envelope 
regarding any telephone or personal calls. The 
contents of a letter is noted on the outside of the 
envelope, and inserted therein. This system per- 
mits accounts to be followed at regular intervals. 


The collection procedure consists of two state- 
ments, a past due card, and four letters. The first 
statement is: mailed within ten days from dis- 
charge. When paying arrangements have not been 
complied with, we follow the account at fifteen 
day intervals, with the second statement, past due 
card, and four letters. This procedure allows one 
hundred days for a reply or a payment. If during 
this time the patient, or person responsible, has 
made no contact with our credit office, we imme- 
diately forward the account to a collection agency. 
The account is then charged off the books. Upon 
the strictness and promptness of this system, and 
continued efforts placed on the accounts, depends 
the success of our system of collection procedure. 


The patient or person responsible, is not able to 
skip his address so easily if placed with a collec- 
tion agency. The account is placed in their cen- 
tral file record, which hinders the patient from 
securing additional credit throughout the city be- 
fore our account is paid. 


We seldom give accounts to attorneys for suit, 
except when an individual can well afford to pay 
but refuses to make payments; then for the best 
interests of the hospital in the community, we 
carefully consider legal proceedings. 


A Definite Procedure Is Necessary 


To assist in meeting the problems of a hospital, 
a definite collection procedure is a necessity. 


Hospitals formerly received large gifts of money, 
and now with the loss of endowments and low 
yield, hospitals are forced to be more dependent 
upon their collections to cover operating expenses. 
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Our income from patients for the year 1942 can 
be classified into four groups: 


1 Ten per cent of our patients were charity 
cases. These were patients who were with- 
out funds with which to pay a hospital ac- 
count. 


2 Five per cent of our patients were indus- 
trial insurance cases. 


3 Forty-six per cent of our patients were 
aided by nonprofit and profit insurance 
plans. In many instances the insurance did 
not pay the entire cost of hospital services, 
leaving a balance of approximately 25 per 
cent for the patient or person responsible 
to pay. 

4 The remaining 39 per cent of our patients 
are, as we call them, regular patients, those 
who do not have insurance. 


Our collection loss on regular patients and on 
the patients’ share of nonprofit and profit insur- 
ance accounts was .8 of one per cent. 


Those hospitals which are not provided with 
the assistance of collection service by their hos- 
pital council, or who are in communities that do 
not have collection agencies, will discover the 
services of an outside collector to be most help- 
ful—not only in making collections, but in helping 
to secure definite credit information, and the paying 
habits of the patients in the community. 


Hospitals, large or small, cannot afford to be 
without a definite collection procedure. In all 
probabilities, it may mean the re-arrangement of 
duties of the personnel. It will pay dividends. 
For example, each one hundred dollars saved, 
through a better collection procedure, is equiva- 
lent to the income from an investment of $2500, 
yielding 4 per cent. 











Coming Meetings 








1943 


June 11-14—Catholic Hospital Association, Pitts- 
burgh, Pennsylvania 

June 29-30—Maritime Hospital Association (Hos- 
pital Association of Nova Scotia and Prince Ed- 
ward Island and the New Brunswick Hospital 
Association) , Kentville, Nova Scotia 

September 13-17—American Hospital Association, 
Buffalo, New York 

October 12-14—American Public Health Associa- 
tion, New York City 


1944 
February 23-24—Texas Hospital Association, Dallas 
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services more taxed. 

Now more than ever you will appreciate the 
smooth, reaction-free infusion technique assured by 
the use of Cutter Solutions in Saftiflasks. No loose 
parts to wash, sterilize and assemble. No time- 
consuming gadgets to fuss with. Just plug in your 
injection tubing. 

Cutter Solutions are prepared in one of America’s 
oldest biological laboratories. Each lot passes every 
known test. Proven safe before it leaves the labo- 
ratory. Specify solutions “in Saftiflasks!” 


busier than he is these war days. Or the hospital’s 
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A Model Wartime One-Year Internship 


NATHAN SMITH, M.D. 


Procurement and Assignment restrictions to 

the one year internship has _ necessitated 
changes in the interns’ program. An attempt has 
been made in this presentation to make modifica- 
tions without sacrifice of the quality of medical 
care, and to find ways to best utilize the facilities 
in the hospital for the proper training of the 
intern. 


T= patriotic obligation of complying with the 


This problem is important. I am convinced that 
we may suddenly find ourselves in the post-war 
period with an urgent demand for greater exten- 
sion of medical care and the physician will have to 
be equipped by training or experience to cope with 
whatever changes may be brought about. 


Today’s graduates in medicine are looking with 
a critical eye on the internship, and the hospital 
that does not properly organize and plan their 
training will find itself with an inadequate intern 
staff. 


The acceptance of interns implies a definite obli- 
gation on the part of the intern, the hospital, and 
its staff. The intern is under definite obligation to 
give faithful, conscientious service to fulfill scru- 
pulously his contract and to follow the hospital 
rules and regulations. The hospital and its staff 
likewise must accept their responsibility towards 
the intern who is there to complete the largely 
theoretical part of his earlier education with prac- 
tical work and suggestions. 


The problem of formulating an intern schedule 
is of greater importance now than it was in peace 
time inasmuch as we now must adapt ourselves 
to any future civilian or military assignments. 


In setting up a plan for a one year intern sched- 
ule for the duration, the motivation should be the 
rendering of the highest possible type of training, 
in an organized fashion, in the most practical way, 
in the limited period available. The schedule 
should contain the basic services, such as med- 
icine, surgery, pediatrics, obstetrics, and the allied 
specialties. 


The model intern schedule started at Fordham 
Hospital which is the result of careful study, very 
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@ Dr. Nathan Smith is Medical Superintend- 
ent of Fordham Hospital, Department of 
Hospitals, City of New York. 








well demonstrates the one year rotating intern- 
ship. The basic principle underlying the program 
is the presentation of as many services as possible 
essential to the general practice of medicine. The 
treatment of casualties resulting from enemy ac- 
tion must also be given prominence in the devel- 
opment of such a program. 


This schedule is for a hospital of approximately 
500 beds but lends itself very readily to a smaller 
hospital. By dividing the number of interns in half, 
for example, it may be used for a hospital of 250 
or 300 beds. The schedule is flexible and necessary 
adjustments may be made for individual hospitals 
depending on the type of service and the number 
of interns required. 


The rotation of the intern service is predicated 
upon a medical service with two divisions and a 
surgical service with two divisions, respectively 
known as Medical I—Medical II, and Surgical I 
and Surgical II. This model set-up contemplates 
a hospital with 24 interns and 9 residents. 


As will be seen in the model schedule, 3 months 
are allotted to medicine, 3 months to surgery, 6 
weeks to obstetrics and 6 weeks to pediatrics, eye, 
ear, nose and throat and G.U., in order to insure 
grounding in fundamentals. The three remaining 
months are devoted to specialized services such as 
pathology, x-ray and anesthesia, and admitting 
and out-patient department. By having an assign- 
ment number each intern may determine on what 
service he is scheduled throughout the year. 


During his month on pathology, the intern is 
taught how to evaluate and perform special tests 
such as N.P.N.’s, pneumococcus typing, sulfadi- 
azene determination, Kahn test, sedimentation 
rate, blood typing and cross matching, spinal fluid 
examination and blood chemistries. In addition, he 
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WANT TO MODERNIZE THAT OLD-STYLE X-RAY UNIT ? 
You'll be surprised how this shockproof 


Coolidge tube will increase its effectiveness 





®@ Because unprecedented demands for 
x-ray service necessitate the use of all 
available x-ray apparatus these days, 
many an old-style, near-obsolescent 
x-ray unit is being pressed into hard 
service, even though it imposes distinct 
operating disadvantages. 


But by simply adapting the Model DX 
Coolidge tube to that old-style unit, 
you can readily overcome some of these 
disadvantages. In the first place, it will 
eliminate the danger of high-voltage 
shock—open wiring is ever a menace 
to both operator and patient. Secondly, 


June 1943 


it will make the apparatus far more 
flexible of application. And third, it will 
utilize the power of the x-ray unit much 
more effectively to thus enhance its 
diagnostic range. 


That’s what the Model DX Coolidge 
has done for hundreds of laboratories 
this past year, and will do just as satis- 
factorily for you. The changeover is a 
comparatively simple matter. Moreover, 
it involves only a small investment, 
considering the important advantages 
which it will bring about. 


To fully appreciate the possibilities with a 
Model DX Coolidge tube, write today for 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 sACKSON Bivo. CHICAGO, MLL., U. S$. A. 


Uodays Bebp Buy = bS: Mar Bonds 
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A MODEL 


INTERN SCHEDULE FOR A ONE YEAR ROTATING SERVICE 


FORDHAM HOSPITAL 






































1943 1944 
April-May-June July-Aug.-Sept. Oct.-Nov.-Dec. Jan.-Feb.-March 
6 Interns 
Medicine* No. 1—No. 6 No. 7—No. 12 No. 13—No. 18 No. 19—No. 24 
3 Months 
6 Interns 
3 Obstetrics** 
3 Pediatrics—E.E.N.T.+ No. 19—No. 24 No. 1—No. 6 No. 7—No. 12 No. 13—No. 18 
G.U. & E.N.T. Anesthesia 
3 Months 
6 Interns 
Surgery+7 No. 13-—No. 18 No. 19—No. 24 No. 1—No. 6 No. 7—No. 12 
3 Months 
6 Interns 
2 Pathologyt 
2 X-Ray and Anesthesiat No. 7—No. 12 No. 13—No. 18 No. 19—No. 24 No. 1—No. 6 
2 Admitting and O.P.D.{ 
3 Months 
* — 3 Int Medici = 
3 Interns on Medicine IL-3 months RESIDENTS 
**__ 3 Interns on, Obstetrics 6 weeks 2 Medicine 
ediatric. weeks 1 Obstetrics 
t—3 Interns on EEN ve 1 Specialties 
.N.T. Anesthesia urgery 
tt— 3 Int s aa th: : 
ei Interns on Surgery n3 months 1 Pathology _ 
~—2 po mel po <-Rey sod Anecthetia-2 month 9 ‘Residents 
~ — 2 Interns on Admitting and O.P.D.—1 month 
Sa Votarns 2 Dental Interns 





performs about 8 autopsies under supervision and 
has at his disposal interesting surgical material 
and indexed and classified slides of 10 years au- 
topsy material. The intern assigned to this service 
also covers all special laboratory work on Sundays 
and holidays and after 5 p.m. on week days. 


The month of x-ray is planned in the following 
manner. Each morning: the intern stands by while 
about 100 films are being read. Questions are wel- 
comed by the roentgenologist reading the films. 
Thus the intern has an opportunity to learn not 
only x-ray interpretation but also to discuss dif- 
ferential diagnoses. He is made familiar with x-ray 
technique and assists in taking certain type of 
emergency portable x-rays at night. Fluoroscopy 
interpretation is also included on this service. 


The anesthesia service is a most valuable one 
to the intern and to the hospital. At the completion 
of his service, under the supervision of the director 
of anesthesia, the intern is qualified to give anes- 
thesia. The department of anesthesia both in 
civilian and army hospitals is being seriously af- 
fected by shortages of trained personnel and the 
intern who is qualified may help out in an emer- 


gency. 4 


The institution of a month’s period of attendance 
in the various specialty clinics affords the intern 
the opportunity of observing and treating ambula- 
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tory cases which make up a good part of a general 
practice. He can observe the many practical diag- 
nostic and therapeutic methods which the clinical 
physicians have acquired by experience and which 
are not employed in the in-patient service of the 
hospital. 


The emergency and admitting service includes 
definite participation in the admission and treat- 
ment of acute emergency cases who either walk in 
or are transported to the emergency room. This 
prepares the intern to handle almost any emer- 


gency. 
Orientation Program for Incoming House Staff 


In view of the accelerated program of the med- 
ical curriculum, the shortened intern service, the 
lack of senior officers and the decrease in the num- 
ber of residents to give the proper guidance, an 
intensive orientation program for the first three 
or four days will be especially necessary. It is dur- 
ing this time that the intern is familiarized with 
the established standards of the hospital. This 
period of introduction to the hospital will create 
a unity of spirit and a better cooperation among 
the interns, residents, nurses, employees, attending 
staff and administrators, with resultant better care 
for the patient. 


The program should consist of lectures and dem- 
onstrations at which time the intern is carefully 
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The name Merck is a Guaranty of Purity and Reliability. For that reason, 
physicians have specified, and pharmacists hawe dispensed Merck Pre- 
scription Chemicals for more than three generations. They know that the 
name Merck is a standard of quality—that every therapeutic agent so 
specified is of proved purity and potency. 


In modern analytical laboratories, skilled chemists and technicians are 
constantly checking the quality of more than 1,500 drugs and chemicals 
that bear the Merck label. Scores of exacting tests are made in every phase 
of production—from raw material to finished product—to make certain 
that every item meets or exceeds the rigid standards established by the 
Merck Analytical Laboratories. : 


Because of the care and integrity with which every product is made or 
formulated, the physician who specifies Merck Prescription Chemicals can 
do so with complete confidence in their purity, uniformity, and reliability: 


MERCK & CO., Inc. Wancfactuing Chemists RAHWAY, N. J. 


, FOR VICTORY In Canada: Merck & Co. Limited, Montreal and Toronto 


WAR BONDS 
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instructed in the meaning and work of the various 
divisions in the hospital as well as practical 
demonstrations of medical, surgical and nursing 
procedures as outlined below. 


FORDHAM HOSPITAL 
ORIENTATION PROGRAM FOR INCOMING 
HOUSE STAFF 


Thursday, April 1, 1943 
9-12 Noon 
Registration in the office of the Medical Superintendent 
Medical School diplomas 
Registration with the Health Department 
Assignment of rooms and flash numbers 
12 Noon 
Lunch 
1:00 P.M. 
Discussion of Intern Schedule 
Services; length of time on each; asignments; description 
of hospital forms; vacations 
Lecture and demonstration of Catastrophe Unit signals, 
air raid precautions instructions, alerts and equipment 
(gas mask, helmet, stretcher, splint and emergency 
chests and bags.) 
By Deputy Medical Superintendent 
3:00 P.M. 
Discussion of Rules and Regulations of X-ray Division 
By Chief Roentgenologist 
3:30 P.M. 
Pharmacy of Fordham Hospital 
Maintenance of adequate supplies; economies 
By Pharmacist 
4:00 P.M. 
Conservation of Supplies 


Friday, April 2, 1943 
9:00 A.M. 
Introduction; rules and regulations of Fordham Hospital; 
responsibility of the Intern toward the Resident, Visit- 
ing Staff, and Administration; House Staff Committees 
and House problems; parking of cars; registration of 
cars; equipment and supplies; drugs; intern training; 
educational program; introduction of new Interns to 
Medical Board 
Distribution: 
First Aid in Prevention and Treatment of Chemical 
Casualties 
Protection against Gas 
Handbook of First Aid 
Physicians’ Reference Book 
General Rules Governing Intern Staff 
Assignment 
Order for uniforms 
Schedule 
Air Raid Instructions 
Manual of Procedures 
Plan of Organization of the Hospital 
By Medical Superintendent 
10:00 A.M. 
Problems of Nursing Service 
By Superintendent of Nurses 
10:15 A.M. 
Educational Program of the School of Nursing 
By Educational Director School of Nursing 
10:30 A.M. 
Record Room 
Hospital record system; medical records; use of nomencla- 
ture; correction of records; forms used 
By Record Librarian 





11:00 A.M. 
Tour of Inspection 
By Deputy Medical Superintendent 


12 Noon 
Lunch 


1:00 P.M. 
Department of Pathology 
The autopsy; postmortem examinations; filling out requis- 
ition forms for laboratory work, urines, blood counts, 
supplies 
By Pathologist 
2:00 P.M. 


Instructions regarding Laundry—marking, days, colors, 
and amounts 


By Laundry Foreman 


2:15 P.M. 
Physical Examination of the new Interns by the Visiting 
Staff 


Eye examinations 
E.N.T. examinations 
Dental examinations 
Medical examinations 
Nose and Throat cultures (Obs. & Ped. Interns) 
Urines 
Blood counts 
Wassermann or Kline—optional 
X-rays of chest 
E.K.G. where indicated 
4:00 P.M. 
Migr demonstration of emergency treatment of frac- 
ures 


By the Surgical Service 


Demonstrations 
Saturday, April 3, 1943 
9:00 A.M. 


Dressing Carriage Technique 
Surgical Dressings 


9:30 A.M. 
Thoracentesis 

10:00 A.M. 
Paracentesis 

10:30 A.M. 
Transfusion 

11:30 A.M. 
Clysis 

1:00 P.M. 
Isolation Technique 

2:00 P.M. 
Wangenstein & Lavage 

3:00 P.M. 
Lumbar Puncture 

3:30 P.M. 
Turpentine Stupe 
Flaxseed Poultice 
Mustard Paste 
Irrigations (ear, nose, throat, eye) 

4:30 P.M. 
Respirator 
Oxygen Tent 
Incubator 

Sunday, April 4, 1943 

9:00 A.M. 5 

Operating Room Technique—set up of instruments and 
their care 


Care of patient after operation 

Demonstration of surgical hemostasis and closure 
Needles, suture material 
Surgical Ties 

Rules of Operating Room 
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“Quality Penetration At The Very Bottom” 


Quality penetration of light is so easily demonstrated by “cupped hands” under the Castle 
No. 12 Major Light. Regardless of depth of incision or thickness of tissue ample color- 
corrected light reaches the very bottom. Just try it yourself. It is so easy to see. And be- 
cause of the multiple cone reflectors of this Castle Light even the side walls are lighted 
with equal intensity at any working level and without surface glare or excessive contrast, 


It’s a “working light” for a “working surgeon.” 


WILMOT CASTLE COMPANY, 1276 University Ave., Rochester, N. Y. 


ee ey Bee ee 
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Write for your Copy— 
‘Vision in Surgery”’ 
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10:00 A.M. 
Delivery Room Technique 
Flagg apparatus 


Monday, April 5, 1943 
9:30 A.M. 
Discussion of evening rounds, sedatives, cathartics, etc. 
By Resident on Medicine 
10:00 AM.. 
Dietary Division 
Discussion of diets in health and diseases, and rationing 
of food 
By Dietitian 
10:30 A.M. 


Social Service Division 
The Social Component of Medical Care 
By Social Service 
11:00 A.M. 
Management of head injuries 
By the Surgical Service 
1:00 P.M. 
Demonstration of nasal packing 
Control of Tonsil Bleeding 
Tracheotomy 
Catheterizations 


The above demonstrations were performed by the Visiting 
Staff, Residents, and Nursing Division. 


Instruction and Education of the Intern 


Ward Rounds and Bedside Teaching—Bedside 
work and routine ward rounds with the visiting 
staff are most important and should be the high- 
lights.in the day’s work of the intern. Here the 
main concern should be differential diagnosis and 
treatment. Rounds may be held either early in the 
morning or late in the afternoon but should be at 
a definite pre-arranged time. Ward rounds by the 
visiting staff at irregular intervals through the day 
not only interfere with the interns’ and nurses’ 
work but take away precious time that could be 
utilized for the care of the patient. 


Laboratory Work—The laboratory should be un- 
der the supervision of a competent pathologist. 
The intern should not be burdened with routine 
laboratory work better done by a paid technician. 
Every effort should be made to secure autopsies. 
Interns and residents should be present at post- 
mortem examinations. The findings of autopsies 
should be demonstrated and discussed at the med- 
ical staff conferences. 


Departmental Conferences—There should be or- 
ganized conferences at least once a month in each 
division of the hospital at which time an attempt 
should be made to correlate the clinical, roentgen- 
ologic and pathologic findings. Interns and res- 
idents should present reviews of histories, diag- 
noses and treatment, and these should be further 
discussed by the attending staff. 


Medical Records—A record committee appointed 
by the medical board should scrutinize the records 
from time to time to see that they are properly 
kept. Properly kept records are essential for the 
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scientific growth of the staff members as well as 
the residents and interns. The intern must record 
all essential data and the histories and physical 
examinations must substantiate the diagnosis and 
justify the treatment given. The record requires 
at least the following items: history, physical ex- 
amination, admission note, provisional and final 
diagnosis, progress notes by visiting and house 
staff, discharge note, laboratory data. At least one 
review of the interns’ findings and one observation 
as to the progress of the case by the visiting staff 
should be noted. 


Current Literature—The medical library is an 
essential educational service to the visiting, in- 
tern, and resident staff of the hospital. It should 
have a full time librarian and should contain an 
ample supply of modern text and reference books, 
files of bound medical periodicals and the essen- 
tial indexes. It should also receive regularly stand- 
ard medical periodicals, the latest numbers of 
which should be on tables or in racks where they 
are easily accessible to the interns and residents. 


Lectures—A definite course of lectures on frac- 
tures, head injuries, burns, injuries to extremities, 
infections of the hand and foot, first aid in preven- 
tion and treatment of chemical casualties, protec- 
tion against gas, surgical emergencies, medical 
emergencies, tropical diseases is highly important 
in order to train the intern to give adequate care 
in the event of military casualties. 


Responsibilities of the Attending Staff—tThe vis- 
iting staff can help the hospital greatly in this 
wartime schedule by adhering to its fundamental 
duties, the actual care of the sick and the teaching 
of the intern. It should organize satisfactory staff 
conferences and teaching rounds and should assign 
cases and subjects to the interns, residents, and vis- 
iting staff for presentation at staff meetings. 


The Problem of Residents—With the shortening 
of the internship from two years to one year, the 
elimination of seniors and house officers who acted 
as residents, and with the loss of visiting staff men, 
the hospital finds increased need for the service of 
residents to instruct and supervise the intern. 
However, the latest communication issued by the 
Procurement and Assignment Board states “that 
after July 1, 1943 the total number of residents 
permitted for hospitals should not exceed 50 per 
cent of the number on duty July 15, 1940 and 
further that this 50 per cent shall include those 
residents who are not eligible for military service 
(females, disqualified male doctors able to serve 
as hospital residents).” In this connection it also 
states “that consideration can be given to the rela- 
tive amount of ward service in the institution 
since some adjustment may be necessary to 
adequately meet hospitals with heavy ward 
services.” 
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-BOUNDEN DUTY 
AND SERVICE” 


From the English Book of Common Prayer, with 
reverence and a full appreciation of their meaning, 
we have chosen these words because they express an 
a attitude and a concept of business relationship whi 
has been American’s inspiration since its foung 





eur purty —to the hospitals of America 
perform so valiantly and in the midst of s : 
difficulties their own duty— is the selection, preser 
tation, and prompt delivery of the outstanding ite 
of equipment and supply in the hospital field, 


OUR SERVICE—to those same hospitals whose » 
being is rooted in the meaning of the word—is ; 
thorough-going understanding of their problems and 
the application of our knowledge to the hundreds of 
them we are in a position to solve. 


“To these ideals—and to you—we feel bounden by 
; our own sense of obligation and the sobering 


realization that, through you, our efforts contribute 
to the health and well-being of the nation. 
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In order to follow the plan from the Procure- 
ment and Assignment Board it will be necessary 
for hospitals to establish “Mixed Residencies.” A 
mixed residency is one which includes a grouping 
of allied services in so far as possible and prac- 
ticable. The mixed residency at Fordham Hospital 
includes pediatrics, eye, ear, nose and throat. Sim- 
ilar residencies may be established in other med- 
ical and surgical services where practicable. 


It will be noted in this presentation that all 
the requirements of the American Medical Asso- 
ciation and the American College of Surgeons are 
conformed with from an educational standpoint. 


The following additional suggestions are rec- 
ommended: 


1 An active and alert intern committee of the 
medical board to meet with and guide the in- 
tern and resident staff. 


2 Certain procedures now delegated to the in- 
terns should be assigned to other professional 
groups. For example, routine laboratory work 
should be assigned to laboratory technicians; 
secretaries and dictaphones should be em- 
ployed to relieve the clerical work. 


3 Reviewing of forms with the idea of eliminat- 
ing unnecessary paper work for the intern. 


4 Obtaining the cooperation of the visiting staff 
in regulating the time for ward rounds so 
that the routine ward procedure need not be 
disrupted. 


5 Intelligent selection of laboratory tests for 
definite indications and avoidance of merely 
routine blood counts, routine chemistries, 
routine urines. 


6 Careful planning of operating room schedule. 


7 Recall of members of the consulting staff or 
older members of the staff who have retired, 
to take part in the care of patients and the 
teaching of the intern. 


8 The assignment of the attending staff to re- 
main on duty all year ’round where there is a 
shortage of doctors. 


9 Assignment of clinic physicians to serve in the 
in-patient service of the hospital. 


10 Temporary appointment on the visiting staff 
to fill vacancies created by military leaves. 


11 Combining of divisions on similar services 
when need arises. 


12 Relying on clinical judgment by curtailing the 
use of special diagnostic apparatus such as 
x-ray and electrocardiogram, except when ab- 
solutely necessary. 


13 Avoidance of orders for non-emergent special 
treatments and examinations at night. 





14 All intern vacations to be given during the 
three months overlapping periods. 


In conclusion I wish to state that the internship 
recommended is a well rounded and practical one. 
It fosters the necessary confidence, reliability and 
self assurance in the intern to assume the respon- 
sibility for the treatment of our Armed Forces as 
well as the care of our civilian population in peace- 
time. While wartime may not seem the appropri- 
ate time for making ideals a reality, yet we must 
cling to our ideals and strive to reach them even 
through grave emergencies. 





Equipment Exchange 


Offered 
Microscope—Bausch-Lomb, research stand, Abbee con- 
denser, simple mechanical stage. Three objectives, oil 
immersion X97, a high dry objective X10, monocular 
hyperplane eye pieces X5 and X10. Six years old with 
a mahogany carrying case, condition like new. Original 
price $180; for sale at $160. Dr. B. Gisla, San Francisco 


County Hospital, San Francisco, California. 
co * * 


Wall Washing Machine, Wallimaster, complete, and 
one drum of Wallmaster Cleaner. Value of above items 
$165; sale price $60 f.o.b. Buffalo, New York. Moir P. 
Tanner, superintendent of Children’s Hospital, Buffalo, 


New York. 
* * * 


Operating Tables, old but serviceable, including two gen- 
eral operating tables of the stationery type: Orthopedic 
Tables, one Hawley and one Oppenheimer. Dr. M. S. 
Frank, assistant director, Mt. Sinai Hospital, New York 
City. 

* * * 

Kymograph and Kymoscope—Liebel-Flarsheim, with 
standard grid; 4 mm. wide and 12 mm. between slats, 
with compression band and winding mechanism; also 
stand, complete with time recorder. Purchase price $875. 
Dr. W. L. Howard, medical director, Calhoun County Pub- 
lic Hospital, Battle Creek, Michigan. 


* * * 


Pneumothorax Machine—Wolken. Has not been used 
since it was completely reconditioned. P. J. McMillin, su- 
perintendent, Baltimore City Hospitals, Baltimore, Mary- 
land. 

* * * 

Needed 

Filing Cabinets, steel, for 14x17 x-ray films; small Auto- 
clave or sterilizing unit; steel Treatment Table. Dr. W. L. 
Howard, medical director, Calhoun County Public Hos- 
pital, Battle Creek, Michigan. 


& x & 
Boltalite or Aluminum Trays, 1614x221. Robert Jolly, 


superintendent of Memorial Hospital, Houston, Texas. 
* % * 


Sterilizers—one five-gallon and one bed pan. Mrs. Josie 
M. Roberts, Methodist Hospital, Houston, Texas. 
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dymbol: of Leadership 


3. Statue of JOHN MARSHALL 
fronting the National Capi- 
tol. Fourth Chief Justice of 
the U. S. Supreme Court 
— but in the annals of 
jurisprudence he deserved- 
ly ranks first. In the early 
decades of our Republic 
his clear-cut decisions 
helped establish the Con- 
stitution as the basis of 
our national life. 










JOHN MARSHALL 
CHIEr JUSTICE OF THE 
UNITED STATES 
ERECTED BY 
BAR AND THE CONGRESS 
OF THE UNITED STATES 


























e The qualities of leadership manifest 
themselves in the realm of law and justice 
as well as on the battlefield and in diplo- 
macy. Similarly, in the marts of industry 
are such qualities needed and often dis- 
played. Witness the leadership which 
made “ConQuEROR” first to produce stain- 
less steel hospital equipment. And, in like 
measure, “CoNQUEROR” has never compro- 
mised with the quality of its design and 
workmanship. Today, Government needs 
call for a large part of “Conqueror” facili- 
ties. When victory is won, these resources, 
will again be at your service; utilizing 
improved techniques developed in the 
manufacture of fine hospital equipment. 


9. BLICKMAN, inc. 


3806 Gregory Ave. e WEEHAWKEN, W. J. 
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Top: Operating Room 
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Toledo, O. 
Bottom: Accident Room 


Lenox Hill Hospital 
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Volunteers Help 


H. S. MEHRING 


during wartime the problem of keeping 

old employees or getting new ones is most 
acute. The problem is acute for all industry but 
it falls upon the hospitals with special force. 


A MONG all the problems which plague hospitals 


Hospitals are work shops for doctors and nurses. 
A large proportion of the total supply is normally 
engaged in our institutions. But the Army and 
Navy are draining off these professional workers 
at a higher rate than for any other groups in our 
population. And new doctors and nurses cannot 
be trained by an intensive course of a few weeks 
duration. 

Replacing Staff Members 


The possibilities of replacing staff physicians are 
limited. Perhaps there are eligible men in your 
community who will accept staff appointments for 
the duration. Beyond this the possibilities are as 
follows: 


1 Recall retired physicians 


2 Transfer research physicians to active 
staff 


3 Throw greater responsibilities upon the 
interns 


None of these proposals will help very much. 
The supply of retired physicians physically cap- 
able of returning to active duty is very limited. 
The research work now being carried on is gen- 
erally more important than any contribution these 
men can make as staff members. Interns have al- 
ways been given about as much responsibility as 
they were capable of assuming and now the rela- 
tive number available has been seriously cut. 
Every hospital which has abandoned a two year 
internship will require twice as many men to 
carry on the same amount of work, and the supply 
cannot be doubled. 


We come then to the conclusion that little can 
be done to relieve the shortage of physicians ex- 
cept by a greater effort on the part of those who 
remain and by relieving them of every possible 
nonprofessional duty. 


The Possibilities for Nurse Replacements 


The situation with nurses is a little brighter. 
Great numbers of nurses have been doing private 
duty work. Much of this has been on a luxury 
basis. If all hospitals will flatly refuse to call a 
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e@ H.S. Mehring is Business Director of the 
Pennsylvania Hospital, Philadelphia. 





special duty nurse unless she is absolutely re- 
quired it will force a considerable number of 
nurses into staff positions. The possibilities of 
group private duty nursing should also be re- 
examined in the light of present conditions. 


We have just told several families having special 
nurses on long term cases that they would have 
to share the nurses so that part of their time could 
be devoted to ward duties. We of course agreed 
to pay a part of the salaries. 


Then our country contains a substantial res- 
ervoir of graduate nurses who are married and 
have left the field. Many of these are childless 
or have children old enough to be left alone. With 
proper urging they c _ be returned to staff posi- 


tions, regardless of economic need. For the older . 


nurses, a refresher course may be necessary but 
this should prove very much worth while. Even 
the nurses with younger children should not be 
ruled out. Many of these will arrange for at least 
part time service if the need is properly presented 
to them. Your duty is not done until you have 
definitely presented the need to every alumna of 
your own school and to all alumnae of other 
schools living in your vicinity. In large centers of 
population this latter group can be reached only 
through a united effort. In Philadelphia we are 
doing it through a joint committee of the Hospital 
Association and the District Nursing Association. 
This committee has used posters, newspaper pub- 
licity and radio programs to reach nurses not on 
our own alumnae lists as well as to stimulate 
interest among those who could be reached di- 
recently by letter. 


Nurses’ Aides 


When you have done everything possible to 
secure graduate nurses for your staff, you are 
ready to take up the problem of nurses’ helpers. 
Some of the normal duties of nurses are nonpro- 
fessional or require a skill which can be quickly 
taught. Whatever we may think of the nurses’ 
aide or old fashioned attendant, we must today 
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If you think Petrogalar is just an ordinary min- 
eral oil .. . this message will interest you. 


An aqueous suspension of mineral oil, Petrogalar 
is more than a laxative. It adds unabsorbable 
fluid in the colon. Brings about comfortable 
elimination with no straining ...no discomfort. 
Furthermore, Petrogalar supplies moisture... 
retains moisture . . . counteracts excessive 
dehydration. 





Supplied in 5 Types 


Petrogalar Laboratories, 


Chicago. Illinois 


June 1943 


Spanish Proverb 


fe Kw movent wil 


Miscibility and even dissemination are assured 
by the fine division of suspended oil globules. 


Petrogalar may be thinned with water, milk or 
fruit juices. 
Five types offer a choice in treating a wide range 


of conditions. 


Try Petrogalar on your next group of patients. 


mineral oil. Each 100 cc. of which contains 65 cc. pure mineral oil 
suspended in a flavored aqueous gel. 


*Reg. U. S. Pat. Off. Petrogalar is an aqueous suspension of pure @ 


Potrogalar’ 


Promotes ‘‘Habit-Time’’ of Bowel Movement 











accept any help which is available. This is not the 
time to inquire whether a specific practice will 
ultimately lead to abuses. 


Women of ordinary intelligence taken into the 
hospital can quickly be taught many simple pro- 
cedures which will save the nurses’ time. Best re- 
sults will be obtained by organizing a regular 
school for attendants. If this is impossible informal 
training will be better than none. 


The State Board of Nursing Education has ap- 
proved a school for attendants at our hospital. 
This permission would have been impossible to 
obtain prior to the present emergency. Up until 
very recently the Pennsylvania Board has refused 
to approve a school for attendants in any hospital 
having a school of nursing. 


Volunteers 


In addition to attendants or nurses’ aides you 
who have not yet turned to volunteers will have 
to do so. 


After all, the idea of volunteers is not new. The 
members of our board of directors are all volun- 
teers. So are our ladies’ auxiliaries. 


In a very real sense, Florence Nightingale and 
Dorothy Dix were volunteers and many lesser 
lights have contributed their services to hospitals 
over the years. 


In the present emergency large numbers of 
women have been asking themselves “What can 
I do during this emergency to make a really worth 
while contribution?” Is there anything more worth 
while than offering a part of their time to a hos- 
pital? 


The Nursing Aides of the American Red Cross 


Perhaps the first group you will turn to are the 
nursing aides of the American Red Cross. These 
women are given a 35 hours lecture course fol- 
lowed by 45 hours of supervised practice in a 
hospital. In return for their training they promise 
not to sell their services as nurses and agree to 
give a minimum of 150 hours voluntary service 
in a hospital. While on active service they are 
expected to give at least one full day’s work each 
week. Many are willing to give more. 


These women are fully capable of giving morn- 
ing and evening care, taking temperature, pulse 
and respiration, making beds, serving trays, an- 
swering the telephone and the patients calls, 
transferring patients to wheel chairs, helping them 
with dressing, taking them to the laboratory, 
x-ray department or operating room and many 
other duties which directly saves the nurses’ time. 
This course appeals to a large group of women 
and several Philadelphia hospitals now are using 
fifty or more who have taken the course. 
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A second group of trained volunteers are the 
Red Cross Canteen Workers. This group has had 
50 hours training in nutrition. They are quite 
capable of setting up trays, fixing salads, helping 
in the metabolic kitchen and even doing some 
cooking. 


In addition to the volunteers who come to the 
hospital with specific training there are other 
groups who can render a very real service. 


The Gray Ladies will gladly meet visitors, 
answer the telephone, take care of flowers, make 
notes, and serve as messengers. 


Women who can sew will offer their services. 
This group presents no problems, for they can 
come and go at their own conveniences without 
disturbing hospital routine. Ask a half dozen 
women to take turns acting as hostess on one day 
each week. Each Hostess can invite her friends to 


‘serve on her day. The women will have as much 


fun as at a bridge party and a great deal of useful 
work will be done. By this method, in a short 
period of time one Philadelphia hospital turned 
11,000 yards of material into blackout curtains. 
Now the women are repairing linen, making caps, 
masks and gowns, and wrapping dressings to be 
sterilized. 


Special Skills 


In addition to the women who naturally fit into 
groups such as have been described above, indi- 
viduals will appear with special skills. A telephone 
operator willing to work one day per week may 
make it possible for the regular operator to have 
one day off in seven. A woman in an out-patient 
clinic can soon learn to weigh babies, explain for- 
mulas, interpret doctor’s instructions or do clerical 
work. 


A woman with special interest in books can take 
charge of the traveling library and see that maga- 
zines are being used to advantage. Stenographers, 
typists and file clerks can always be used. Much 
of the clerical work in an out-patient clinic or 
receiving ward can be done by a.volunteer without 
special training. A gift shop can be run entirely by 
volunteers. A survey of your own hospital will 
reveal additional possibilities. 


If you expect these volunteers to render a real 
service, you must be organized to use them effi- 
ciently. Hospitals with large numbers are agreed 
that the first step is to hire a director of volunteers. 
This should be a person who is experienced in 
personnel work. She should study the hospital 
organization and make an analysis of the positions 
open. Then she must sell the idea to the regular 
workers. If they do not cooperate the work of the 
volunteers will be of little value. 
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HIA Seals will identify 
member exhibitors at War- 
time Conference of the 
Catholic Hospital Associa- 
tion, William Penn Hotel, 
Pittsburgh, June 11th to 
14th, 1943. It’s your quick 
guide to Known Brands... 
Known Quality. 


* 


The value of technical consultation on. matters of specialized 
equipment and service was never more important than right now. 
For in choosing your Hospital supplies, the wartime restrictions, 
limitations and rationing orders must be fully compensated for in 
the extra versatility, finer quality and longevity of such materials 
as are still available. 


To help you maintain your standards of operating efficiency, the 
highly specialized experts of more than one hundred HIA members 
will be available at the Pittsburgh Wartime Conference. You'll see 
the HIA Seal displayed on exhibits of member-firms . . . firms who 
offer time-tested, trustworthy products. Save valuable time by con- 
sulting with these HIA experts, let them help you solve problems 
of maintenance, and conservation of supplies. 


HOSPITAL INDUSTRIES ASSOCIATION 


June 1943 
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Assigning the Volunteers 


In assigning the volunteers their duties should 
be very carefully explained to them. It should be 
emphasized from the start that they are subject 
to as rigid rules as the hospital personnel. One 
eight hour day per week is the normal shift and 
ordinarily no one should be accepted for less than 
one four hour shift per week. In a special case it 
might be possible to secure someone to relieve a 
regular worker for lunch or dinner each day. 


Red Cross workers, whether nurses aides, can- 
teen workers or Gray Ladies will have their own 
uniforms. Other workers should be required to 
wear hospital smocks purchased at their own ex- 
pense. The director should visit the volunteers 
regularly to see that they understand their duties 
and are making a good adjustment. It may be 
necessary to shift some of them at times because 
of a clash of personalities, or because of an original 
failure to properly evaluate their aptitudes. Do 
not be afraid to give the volunteer real work to 
do. The easiest way to lose them is by making 
them feel that it does not much matter whether 
they report for work or not. 


Employees for the Menial Jobs 


Now just a word about our menial jobs. Every 
hospital has a lot of them. The wages are small 
and the working conditions not too good. Pay 
these people all you can, but do not raise the 
wages of one without doing so for other members 
of the same group. And do not try to steal the 
workers from another hospital. Their only defense 
will be to outbid you. Much more can be done by 
treating your employees so well that they will 
stay with you in spite of higher wages offered 


elsewhere. I have just two further suggestions. 
Employees are going to become increasingly 
scarce. Before long the War Manpower Commis- 
sion will probably be assigning workers. Our na- 
tional association should see to it that hospitals 
get a high rating. 


Use of High School or College Students 


The other suggestion is that perhaps more can 
be done to use part time high school or college 
students. Our hospital happens to own and operate 
a large farm. Last fall our farm manager was 
desperate. The corn needed to be shucked and the 
apples were ripe. He appealed to the local high 
school principal. Forty-two youngsters appeared 
ready for work. They tackled the job with the 
enthusiasm they show at a football game. 


One day I learned that our housekeeper was 
going to become an Army nurse. The next day our 
second cook was drafted. Then a wall washer who 
had served us well for 12 years left for a defense 
job. The next day a dietitian with eighteen years 
of faithful service resigned. The next morning 
one of our office girls announced that she was 
leaving for a much higher salary. In the afternoon 
our milk pasteurizer resigned after twelve years 
service. I was pretty well discouraged and said 
to a department head, “It is ridiculous for me to 
address a group of hospital administrators about 
staffing their hospitals when our own organization 
is falling apart. She replied, “Why all of our pa- 
tients have had good care. No one has missed a 
single meal. The laundry has caught up with its 
work, and the plant is in good repair, we do not 
have anything to worry about.” If we can keep 
a spirit like that we will come through all right. 





Five Questions Concerning 


The conversion of oil-fired to coal-fired steam 
plants plus the possibilities of delay in coal deliv- 
eries faces hospital administrators with the prob- 
lem of coal storage. Under existing conditions it 
will be hazardous to permit the coal pile to fall 
below at least sixty days consumption as both 
production and transportation are overloaded by 
war’s demands, and possibilities of strikes are ever 
present. 


The problems rising in connection with coal 
storage are: 


1 Will the coal lose any of its heating value in 
storage? 


2 Will it slack and give smaller size? 
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the Safe’Storage of Coal 


3 Will its burning characteristics change in 
any way? 

4 Willit catch fire from spontaneous combus- 
tion? 

5 What precautions should be taken where 
coal is stored? 


The Bureau of Mines, U. S. Department of the 
Interior, has prepared a special information cir- 
cular on the subject which it will gladly mail to 
any~coal user on request. Request should be 
directed to Bureau of Mines, U. S. Department of 
the Interior, Washington, D. C., for I. C. 7235, “The 
Storage of Coal,” by J. F. Barkley, Chief, Division 
of Solid Fuels Utilization for War, Bureau of 
Mines, U. S. Department of the Interior. 
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VESTAL SEPTISOL DISPENSERS 


FOR IMPROVED SCRUB-UP ROOM TECHNIQUE @ FOR GREATLY REDUCED SOAP COSTS 





Wall type 
Model of 
Septisol 
Dispensers 





Septisol Dispensers have ALL these advantages: Foot operated ... Reg- 
ulated flow control from few drops to full ounce ... No wasteful dripping 
. -- No moving parts—nothing to wear out. 3 models—double portable, 
single portable, and wall type attractively finished. Septisol Dispensers 
will please the surgeons and greatly reduce your soap budget. Ask for a 
demonstration in your hospital . . . no cost or obligation. 


SEPTISOL SURGICAL SOAP 


is scientifically prepared from a blend of fine vegetable oils. Made 
especially for use in scrub-up rooms. It lathers to a smooth 
creamy richness helping to eliminate dangers of infection 
and roughness that come from use of harsh, irritating 
soaps. Best on the market for scrub-up room use. 


Double 

Portable 
Model of 

Septisol 
Dispensers 


VESTAL CHEMICAL LABORATORIES, INC. newyork 











@ For a table setting that bespeaks 
elegance, but is light as a whisper 
on the budget, choose one of the 
rich-looking patterns to be found in 
America’s largest selection of Paper 
Table Napery. Duplicate your most 
handsome linen luncheon set in eco- 
nomical, attractive and sanitary pa- 
per. Cups, doilies, tray covers, place- 
ment mats—all the various types are 
immediately available at Sexton’s. 
Order from this great stock—and 
you'll be sure to get what you want, 
when you want it. 


JOHN SEXTON & CO. 1943 
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Although not exactly a raw recruit, Dr. Charles 
T. Dolezal makes his debut as an administrator in 
the role of superintendent of the Cleveland City 


Hospital. He succeeds George 
P. Bugbee. 

After his graduation from 
Oberlin College in 1920, Doc- 
tor Dolezal taught school for 
two years in Illinois and Wis- 
consin before entering the 
School of Medicine of West- 
ern Reserve University, 
Cleveland. 

He practiced medicine 
from 1926 until 1941, when 
he was appointed assistant 
superintendent of the medi- 
cal division at Cleveland City 
Hospital. The following year, 
he was named city welfare director. He is 43 years 
old. 


Doctor Dolezal made up his mind two years ago 
to enter the field of hospital administration. 





Charles T. Dolezal, M.D. 





Dr. E. H. Hedrick has been appointed superin- 
tendent of the Pinecrest Tuberculosis Sanitarium, 
Beckley, West Virginia, to succeed Dr. K. M. 
Jarrell who was superintendent of that institution 
for eleven years. 





+o 


P. R. Styring has been appointed administrator 
of the Stetson Haspital, Philadelphia, Pennsyl- 
vania. 


rox 





Robert B. Witham, formerly administrator of 
the Leahi Hospital, Honolulu, T. H., has accepted 
a position as superintendent of the Kapiolani Ma- 
ternity Hospital in Honolulu. 





Sister Ann Teresa, R.N., has been replaced as 
superintendent of St. Joseph’s Hospital, Mount 
Clemens, Michigan, by Sister Frances de Chantal, 
R.N. Sister Ann Teresa is now serving as super- 
intendent of nurses at St. Vincent Hospital, Santa 
Fe, New Mexico. 





a 
+ 


- Frank P. Sauer has been appointed business as- 
sistant of Grasslands Hospital, Valhalla, New 


York. Mr. Sauer is the son of the late George F. 
Sauer, for many years superintendent of the 
Lenox Hill Hospital in New York City and the 
Stamford Hospital, Stamford, Connecticut. 
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News Notes of Interest to the Hospital Field 


Bertha L. Knapp, for thirty-five years director 
of the school of nursing and nursing service at 
Wesley Memorial Hospital, Chicago, has resigned 
effective September 1. Miss Knapp has received 
the honorary appointment as director emeritus of 
the school of nursing. 





Dr. R. R. Piper is medical superintendent of the 


Receiving Hospital, Detroit, Michigan, meee e 
Dr. Donald M. Morrill who resigned. 


oe 
aad 





Colonel Joseph E. Bastion has assumed his new 
duties as commanding officer of the Percy Jones 
General Hospital, Battle Creek, Michigan. 





N. Gertrude Sharpe, R.N., has seceded the 
superintendency of the Springfield Hospital, 
Springfield, Vermont, effective June 15. 


e+ 
++ 





Gertrude A. Wilson, director of nursing, Joseph 


‘H. Pratt Diagnostic Hospital, Boston, Massachu- 


setts, has been commissioned as a Lieutenant in 
the Army Nurse Corps, and is now at the Station 
Hospital, Camp Edwards, Massachusetts. 


++ 





Kenneth H. Gordon resigned as superintendent 
of the Greene County Memorial Hospital, Waynes- 
burg, Pennsylvania, to join the United States Navy 
as a deck volunteer specialist with the rank of 
Lieutenant, Senior Grade. J. Thomas Lindbergh 
has been named as Mr. Gordon’s successor. 








Dr. Harry C. Smith, superintendent of the Man- 
chester Memorial Hospital, Manchester, Connecti- 
cut, has enlisted in the United States Army. 
Austin J. Shoneke, superintendent of the Litch- 
field County Hospital, Winsted, Connecticut, has 
been appointed consultant and acting administra- 
tive officer at Manchester, and he will serve as 
head of both hospitals for the time being. 





oo 
++ 


Katherine A. Jones, R.N., superintendent of the 
Brooks Memorial Hospital, Dunkirk, New York, 
for seventeen years, retired on May 1, and Dr. Ina 
C. Hall has succeeded Miss Jones as superintend- 
ent. 





oe 


H. A. Cross, executive director of the Jewish 
Hospital, Louisville, Kentucky, for the last three 
years, has resigned to accept a position as admin- 
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istrator of the Good Samaritan Hospital, West 
Palm Beach, Florida, effective June 1. Mr. Cross 
has served as executive secretary, and was re- 
cently appointed president-elect, of the Kentucky 
Hospital Association. 





J. E. Moore resigned as superintendent of the 
Josephine General Hospital, Grants Pass, Oregon, 
to accept the position as assistant director of the 
Evanston Hospital, Evanston, Illinois. 





Abraham Oseroff, associated for fifteen years 
with the Montefiore Hospital, first as vice-presi- 
dent, then as director, has resigned effective May 
31. Mr. Oseroff, former presi- 
dent of the Hospital Associa- 
tion of Pennsylvania and 
prominent in the councils of 
the American Hospital Asso- 
ciation, attributes his resig- 
nation to the necessity of 
devoting his time to the Hos- 
pital Service Association of 
Pittsburgh, of which he is 
vice - president and general 
manager. 


As a prime mover and one 
of the organizers of the Hos- 
pital Service Association, Mr. 
Oseroff laid the preliminary 
groundwork for the launching of the group hos- 
pitalization plan. He saw it grow from a small 
number of participating hospitals in the immedi- 
ate Pittsburgh district in January 1938 to almost 
one hundred hospitals throughout western Penn- 
sylvania. During this entire period Mr. Oseroff 
guided the hospital-sponsored plan and at the 
same time held the helm at Montefiore Hospital. 


Abraham Oseroff 


Prior to becoming a hospital executive, Mr. 
Oseroff was in the mercantile world, having been 
associated with R. H. Macy & Company, Inc. of 
New York. He was at one time managing direc- 
tor and a member of the Board of R. H. Macy & 
Company, Ltd., London, England, and also man- 
aging director of Abraham & Straus, Ltd., London. 





Mrs. W. J. Revell, R.N., has resigned as super- 
intendent of the Mississippi Baptist Hospital, 
Jackson, Mississippi. 





Dr. Charles H. Hallson is now serving as acting 
superintendent of the Jefferson Davis Hospital, 
Houston, Texas, succeeding Homer Diven who re- 
signed. Doctor Hallson is also the chief surgical 
resident of the hospital. 





oo 
+ 


Arthur M. Thompson has been named chief 
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pharmacist at the Newton Hospital, Newton Lower 
Falls, Massachusetts. 





Dr. Nicholas Palma has been appointed director 
of anesthesia at the Paterson General Hospital, 
Paterson, New Jersey. 





Margaret Scott, R.N., director of nurses of the 
Rowan Memorial Hospital, Salisbury, North Caro- 
lina, has resigned, effective June 1. 

Chicago—Presidential approval has been given 
to an additional allotment of $367,730 for con- 
tinuing and enlarging facilities of the Chicago 
Venereal Disease Hospital. 








++ 


Auburn, California—The War Department has 
authorized immediate construction of a $3,000,000 
hospital here. 





Vallejo, California—Contract has been awarded 
for the construction of a 250-bed community hos- 
pital and a home to accommodate nurses. 


os 
+e 


Chehalis, Washington—The name of the new 
Lewis - Pacific County Sanatorium has_ been 
changed to MacMillan Sanatorium in honor of Dr. 
A. E. MacMillan, medical superintendent, recog- 
nizing his many years of service as head of the 
Rock Creek Sanatorium which the new institution 
supplanted. 








Burbank, California—Construction has been 
started on St. Joseph’s Hospital. The Sisters of 
Charity of the House of Providence, the order 
which is contributing $350,000 to the project, will 
operate this 100-bed hospital. 

Granite City, Illinois—Plans are being drawn 
for the construction of a $115,000 addition to the 
Elizabeth Hospital operated by the Sisters of 
Divine Providence. 








ror 
++ 


Ottawa, Illinois—A grant of $75,630 has re- 
ceived Presidential approval for increased hos- 
pital facilities at Ottawa, Illinois. 


+ 


Idaho Falls, Idaho—The Franciscan Sisters 
have purchased property for the construction of 
a new hospital. 








e+ 
+ 


Centralia, Washington—St. Luke’s Infirmary, 
conducted by the Carmelite Sisters for the Aged 
and Infirm, was recently opened. The three-story 
hospital building, purchased in January was re- 
modeled and redecorated. 

Perth Amboy, New Jersey—Priority has been 
granted on a Federal Works Agency project for 
the erection of a new building to provide fifty- 
three additional beds to the Perth Amboy Genera! 
Hospital, making a total of 228 beds and forty bas- 
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WHY DO WHAT OTHERS 





WILL DO FOR YOU—BETTER 


and at less cost in time, money and effort. Hospital~Bureau of 
Standards and Supplies, Inc., has been serving its member insti- 
tutions in their purchases for over a generation and has saved 
them thousands of dollars a year. 


A copy of our monthly service bulletin “Bu- 
reau News” will be sent on your request. 


HOSPITAL BUREAU 


STANDARDS AND SUPPLIES 


INCORPORATED 
247 Park Avenue , : ° New York City 


A voluntary, non-profit, cooperative buying and research 
organization operated by and for voluntary institutions. 
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TRICK STUFF 


The far fetched “dry test” will fool even 


the power to change a natural attribute 
of steam so that conditions in a sterilizer 
are dry, moisture being absent it is 
something else but does anyone dare 
look you in the eye and say that the by Alden B. Mills, 384 pages, $3.75. 
“dry test” however applied is applicable 
to the Diack? What really is the pur- 








Books 


, : ea for 
you if you accept it as proof that similar 
conditions ever exist in a steam steri- HOSPITAL 
lizer. Of course, if a big someone has PEOPLE 











%& HOSPITAL PUBLIC RELATIONS 


| % HOSPITAL ORGANIZATION AND MANAGEMENT 
} by Malcolm T. MacEachern, M.D., C.M. 968 pages, $7.50. 


% MANUAL FOR MEDICAL RECORDS LIBRARIANS 
by Edna K. Huffman, R.R.L. 336 pages, $3.00. 


% THE MEDICAL STAFF IN THE HOSPITAL 


pose of the “dry test” even though it | by Thomas R. Ponton, M.D. 300 pages, $2.50. 

be made a part of official tests other | 3% MEDICAL RECORDS IN THE HOSPITAL 

diem ts dite | by Malcolm T. MacEachern, M.D., C.M. 400 pages, $3.00. 
Ps % THE FLAME BURNS BRIGHT 


by Patsy Neilan Mills. 43500.” dramatic pageant. 5 copies, 


RELIABLE | Nose: The above books seus 


U. S. A. if remittance accompanies order. 


postpaid in 
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Publishers 


MICHIGAN | 161 W. HARRISON ST. CHICAGO, ILLINOIS 





: In Preparation 
s A new book on HOSPITAL COLOR AND DECORATION by Raymond P. 
‘4 Sloan, Editor of The Modern Hospital. 
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sinets. The cost of this project, which also in- 
cludes new x-ray depari.nent, pathological labora- 
tory, clinic rooms, kitchens, laundry and central 
boiler plant, will be in excess of $250,000 of which 
$100,000 is to be furnished by the Federal Govern- 
ment. Bids are being called for immediately, with 
construction to start when the awards are made. 
Captain John A. Lindner is administrator of this 
hospital. 





Los Angeles, California—Eight local nonprofit 
hospitals—California Lutheran, Good Samaritan, 
Hollywood Presbyterian-Olmsted Memorial, Meth- 
odist, Monte Sano, Queen of Angels, St. Vincent’s 
and White Memorial—have formed a corporation 
known as the United Hospital Fund of Los An- 





geles for the purpose of conducting a $3,000,000 
expansion campaign. The funds will be allocated 
among the participating institutions according to 
a ratio based on their total average daily census 
for 1942. Most of the funds raised will be used 
by the various institutions to increase their bed 
capacities. Th. R. Knudsen, prominent Los An- 
geles business and civic leader is chairman, and 
Ritz E. Heerman, superintendent of.the Califor- 
nia Hospital, is secretary of the United Hospital 
Fund of Los Angeles. 


+ 





Berkeley, California—Berkeley Hospital advises 
that the installation of additional facilities for 
twenty-four more adult bed patients and ten ob- 
stetrical bed patients has been completed. 





Important Notice on Hospital Sterilizer Deliveries 


Unexpected production difficulties have caused 
the Hospital Section of the Government Division, 
WPB, to issue a call to hospital superintendents 
under the above heading. This statement comes 
from Everett W. Jones: 


Due to the exigencies of the military situation, 
prolonged and unavoidable delays have resulted 
in deliveries of sterilizers to civilian hospitals. 


Some measure of relief is now in sight. The 
Safety and Technical Equipment Division, WPB, 
has placed all manufacture and deliveries of ster- 
ilizers under scheduling control. They wish to see 
the available civilian quota each month go where 
it is most needed. 


The Hospital Section of the Government Divi- 
sion, WPB, will cooperate by listing the institu- 
tions to which deliveries of sterilizers will be made 
in the order of their urgency. 


Existing preference ratings are of little value 
in making up this list. These ratings have become 
hopelessly obsolete in many cases. No new prefer- 
ence rating or increases of former ratings will be 
granted. 


Hospitals in real need of essential sterilizing 
equipment are requested immediately to furnish 
to the Hospital Section, Government Division, 
WPB, Washington, D.C., the following informa- 
tion: 

A—IF YOU ARE CONSTRUCTING A NEW HOSPITAL 

OR MAKING AN ADDITION TO AN OLD ONE: 


1 List the sterilizers already approved 
for your project, giving the name of 
the manufacturer and the size of each 
piece. 

2 State clearly on what form or forms 
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this authorization has been granted 
and the WPB serial number assigned 
to it. State the rating granted to the 
sterilizers, not the construction job. 


3 State the date on which your order 
with the above ratings was placed 
with the manufacturer. 


4 On what date was construction of 
your project actually started? 


5 In what stage is construction at pres- 
ent? State in per cent of completion. 


6 On what date are the new facilities 
actually expected to open? 


B—IF YOU ARE AWAITING A NEW STERILIZER FOR 
REPLACEMENT OR FOR ANY OTHER REASON, 


1 List the sterilizers granted you, giving 
the name of the manufacturer and the 
size of each piece. 


2 State on what form or forms such 
authorization has been granted and 
the WPB serial number assigned to 
it. If a preference rating has been 
granted, state what it was. 


3 On what date was your order with 
the above rating placed with the man- 
ufacturer. 


4 Make a concise and objective state- 
ment of conditions existing today in 
your hospital which make your need 
urgent. 


Remember, you are not pleading to a jury—you 
are furnishing your government with essential 
information. 
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CONSULTANTS 





CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
Rome, Pennsylvania Telephone Rome 42 F 111 
CONSTRUCTIVE, EFFICIENCY SURVEYS AND 
GENERAL EXAMINATIONS 





HOSPITAL ACCOUNTING 





ROBERT PENN & COMPANY, C.P.A.’s 
Specialists in Hospital Accounting 
39 South LaSalle Street 
Chicago, Illinois 








FOR SALE 





ALMOST NEW DEEP THERAPY EQUIPMENT—Standard 
No. S-2012 Flexray tube stand, 200 K.V. at 25 milli- 
amperes, tube, cones, filter indicator, timer, control 
panel. Reason for selling—duplication of equipment. 
Wire or write Murphy Memorial Hospital, Whittier, 
California. 





HOSPITAL FIRE ESCAPES 





Spiral or Tubular Slide Type removes bed-ridden patients 
on mattresses. More than 5000 in use. Catalog on request. 
POTTER MANUFACTURING CORPORATION 
6121 N. California Avenue Chicago, Illinois 





SCHOOLS 





SCHOOL FOR LABORATORY TECHNICIANS—Duration 
of course, one year; tuition, $50.00; approved by the 
American Medical Association. For further informa- 
tion, write: 

The Director of Laboratories, Barnes Hospital 
600 S. Kingshighway, St. Louis, Missouri 





COLLEGE COURSES 





JUNIOR COLLEGE OF PHYSICAL THERAPY 
Twenty-fifth year — 1943-1944 
PHYSICIANS’ COURSE—Short intensive course for grad- 

uates in Medicine arranged at any time. 


JUNIOR COLLEGE OF PHYSICAL THERAPY—Two-year 
course for high school graduates, leading to degree 
of Associate in Science. Graduates in nursing or phys- 
ical education and two-year college students ad- 
mitted to senior year. 


MEDICAL ASSISTANT—One-year course for high. school 
graduates. X-Ray and Laboratory—combined with 
physical therapy or separately. 


For catalog and terms of tuition address: 
Harry Eaton Stewart, M.D., President 
262 Bradley St., New Haven, Conn. 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


NURSES, TECHNICIANS, DIETITIANS, PHYSICIANS, 
NURSE SUPERINTENDENTS and INSTRUCTORS— 
We can help you secure positions! 











POSITIONS WANTED 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 


Charlotte M. Powell, R.N., Owner-Director 
Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schoois of Nursing and are 
keenly interested in the intelligent placement of a 
superior type of personnel. 


AS WE charge no registration fee, our service can be a 
selective one and applicants are registered on the basis 
of Training, Experience and Personal Characteristics 
only. All information is carefully verified. 


WHETHER YOU are an Executive Officer seeking desir- 
able personnel, or a member of the staff wishing to 
secure a more important position write to us and let 
us help you to find what you want. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR—Degree from eastern university; ex- 
cellent background in business before entering ad- 
ministrative field; nine years, administrator, 350-bed 
hospital; active in affairs of hospital field; F.A.C.H.A.; 
for further details, please write Burneice Larson, Di- 
rector, Medical Bureau, Palmolive Building, Chicago. 


ADMINISTRATOR—Graduate nurse with proven record of 
successful experience in administration; has held im- 
portant appointments in nursing and hospital organ- 
izations; recommended as outstanding executive with 
marked organizing ability; expert in public relations; 
for further details, please write Burneice Larson, Di- 
rector, Medical Bureau, Palmolive Building, Chicago. 


RESIDENT—yYoung physician completing internship July 
1, would like residency affording training in surgery; 
disqualified for military service; for further details, 
please write Burneice Larson, Director, Medical Bu- 
reau, Palmolive Building, Chicago. 


PATHOLOGIST—Diplomate American Board; past several 
years, director laboratories, two hospitals and associ- 
ation in pathology, university medical school; age 32; 
non-incapacitating physical disability; for further 
details, please write Burneice Larson, Director, Med- 
ical Bureau, Palmolive Building, Chicago. 


RADIOLOGIST—Diplomate American Board; three years’ 
graduate training; several years’ important experi- 
ence; retired officer, not likely to be recalled (minor 
disability); age 47; for further information, please 
write Burneice Larson, Director, Medical Bureau, 
Palmolive Bldg., Chicago. 

MEDICAL ANESTHETIST—Young woman physician; 
degrees from leading schools; rotating internship was 
supplemented by three-year residency in anesthesi- 
ology; for further details, please write Burneice Lar- 
son, Director, Medical Bureau, Palmolive Building, 
Chicago. 

PHYSICAL THERAPIST—Ten years’ experience as phys- 
ical therapist; past several years, head of physical 
therapy, university hospital; registered; for further 
details, please write Burneice Larson, Director, Med- 
ical Bureau, Palmolive Building, Chicago. 

DIRECTOR OF NURSES—B.S. degree, western university; 
M.A. degree, eastern university; professionally trained 
in one of the country’s most important teaching hos- 
pitals; public health training and experience for sev- 
eral years; assistant director of nurses, three years, 
and director of school and nursing service, four years, 
university group; for further information, please 
write Burneice Larson, Director, Medical Bureau, 
Palmolive Building, Chicago. 

TECHNICIAN—<X-ray; past eleven years chief x-ray tech- 
nician large teaching hospital; for further details, 
please write Burneice Larson, Director, Medical Bu- 
reau, Palmolive Building, Chicago. 





POSITIONS OPEN 





THERAPEUTIC DIETITIAN—Will be in charge of diets 
and also will teach student nurses. Some adminis- 
trative work. Salary open. 320-bed Ohio Hospital. 
Address Box W-1, HOSPITALS. 





WANTED: INSTRUCTOR NURSING ARTS. Degree re- 
quired. 226-bed general hospital, 100 students; salary 
dependent on qualifications. Apply Orange General 
Hospital, Orlando, Florida. 








GRADUATE REGISTERED NURSES for general duty, 45 
hours weekly, work 5 days per week. Salary $100 per 
month plus complete maintenance. Apply Superintend- 
ent, Oregon State Tuberculosis Hospital, Salem, Ore- 
gon. 


(Continued on page 114) 
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New Medical Teaching Program Started 


The Michael Reese Hospital, Chicago, has an- 
nounced the inauguration of a new program of 
medical teaching. This will be developed first on 
an intramural basis, but will gradually merge into 
postgraduate teaching available to the medical 
profession at large. It is hoped that the program 
will be sufficiently advanced by the end of the 
war, to help meet the demand for refresher courses 
for physicians now in the armed forces. The part- 
time and full-time staffs of the clinical depart- 
ments of the hospital, and the full-time staffs of 
the Research Institute and of the clinical labora- 
tories will all contribute to the teaching faculty. 

Dr. Herman Smith, who has been the general 
superintendent of the hospital, now becomes the 
executive director. Dr. Samuel Soskin has been ap- 
pointed medical director, and will be the dean of 
the teaching and research faculty. Doctor Soskin 
came to Chicago from the University of Toronto, 
where he taught and did research in the depart- 
ment of the late Profesor J. J. R. Macleod. He has 
headed the Department of Metabolism and En- 
docrinology at the Michael Reese Hospital for the 
past fourteen years, and is widely known for his 
fundamental research in carbohydrate metabolism 
and endocrinology, and for his clinical research 
on diabetes and allied conditions. He is also Pro- 
fessorial Lecturer in Physiology at the University 
of Chicago. 





a+ 


Mrs. Nora B. Arthur 


Mrs. Nora B. Arthur, for many years associated 
with the Presbyterian Hospital of Pittsburgh, died 
Monday, May 17, in the Presbyterian Hospital 
after a brief illness. 

Mrs. Arthur was graduated from the Presby- 
terian Hospital School of Nursing with the class 
of 1922. Later she became supervisor of the oper- 
ating room and for some time was director of the 
School of Nursing. She was assistant administrator 
for fifteen years, holding that position until the 
time of her death. 

Mrs. Arthur was a junior member of the Amer- 
ican College of Hospital Administrators, Member 
of the American Nurses Association and the Penn- 
sylvania State Nurses Association. She was a mem- 
ber of the Hospital Association of Pennsylvania 
and a past president of the Nurses Alumnae Asso- 
ciation of the Presbyterian Hospital. 





Ralph B. Emery 
Ralph B. Emery, trustee of the Henrietta D. 
Goodall Memorial Hospital, Sanford, Maine, and 
an active member of the American Hospital Asso- 
ciation, died on April 19. 
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Classified Advertising—Cont. 


POSITIONS OPEN 








TECHNICIAN-LABORATORY, one with experience prefer- 
able but not necessary. Three full time technicians em- 
ployed. 165-bed general hospital. Women’s and Chil- 
dren’s Hospital, Toledo. Ohio. 


DIETITIAN-ASSISTANT, one with experience preferable 
but not necessary. 165-bed general hospital. Women’s 
and Children’s Hospital, Toledo, Ohio. 


INSTRUCTOR-CLINICAL, one with degree and experi- 
enced in teaching and supervising preferable. Training 
school of 40 to 50 students. 165-bed general hospital. 
Women’s and Children’s Hospital, Toledo, Ohio. 


SUPERVISOR-OBSTETRICAL, one with ability to teach 
and supervise 50-bed unit. Post-graduate necessary. 
Women’s and Children Hospital, Toledo, Ohio. 














INTERSTATE HOSPITAL AND PERSONNEL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT: Registered nurse; experienced ad- 
ministrator; 325-bed western county hospital; psychi- 
atric and tuberculosis unit. Salary open. 

SUPERINTENDENT: 35-bed new hospital, near Butte, 
Montana. Salary $185, maintenance. 

DIRECTOR OF NURSES: Degree; experience; 300-bed 
—- hospital; mid-western city. Salary $250, main- 
ten 

DIRECTRESS OF NURSES: 75-bed hospital, school of 

ursing; college town, Ohio. Excellent salary. 

ASSISTANT DIRECTOR OF NURSES: Experienced; 375- 
bed hospital, school well staffed and organized; large 
Ohio city. Salary $265 per month. 

EDUCATIONAL DIRECTORS: Science, nursing arts and 
clinical instructors; all locations. Salary $175-$200- 
$235, maintenance. 

LABORATORY X-RAY TECHNICIAN: 100-bed West Vir- 
ginia hospital. Salary $175, maintenance. 

ANESTHETIST: 250-bed hospitals. Salary $200, mainte- 
nance. Eastern, mid-western, western states. 





AZNOE’S-WOODWARD MEDICAL PERSONNEL BUREAU 
Ann Ridley Woodward, Director 
30 North Michigan Avenue 
Chicago, Illinois 


ADMINISTRATORS: (A) Complete charge steadily grow- 
ing Pennsylvania hospital, well equipped, financially 
sound, pleasantly situated; salary open to well trained 
applicant. (B) Nurse; 75-bed Wisconsin hospital; 
salary dependent qualifications. AH-48. 

ANESTHETISTS: (A) Well-rated 275-bed middlewestern 
hospital; $205 monthly, more if necessary; desirable 
location. (B) Attractive appointment, 250-bed Ohio 
hospital; $175, full maintenance. AH-49. 

DIETITIAN: Head department, 240-bed middlewestern 
hospital; co-operative medical staff; $175 monthly. 


AH-50. 

DIRECTRESS OF NURSES: (A) College graduate, mature, 
experienced; beautifully located eastern hospital on 
Long Island Sound; progressive well-rated training 
school, excellent recreational facilities; $225, main- 
tenance. (B) Assistant; well-rated 265-bed Ohio hos- 
pital; experience rotating and assigning nursing stu- 
dents desirable; salary open, will be attractive. (C) 
Directress-Anesthetist; 50-bed southern hospital, all 
graduate staff; $150, maintenance. AH-51. 

INDUSTRIAL NURSE: Worth while appointment, middle- 
western defense plant of large industrial organiza- 
ne rere dependent qualifications, will be attrac- 


AH 
INSTRUCTORS. “(A) Educational Director; fully approved 
200-bed southeastern hospital, desirable location in 
large city offering many advantages; $200 monthly. 








Correction 


In the May issue of HOSPITALS we published 
an article on “Training of Interns, Residents and 
Graduate Students in Wartime,” by Dr. J. H. 
Means, in which we listed Doctor Means’ titles as 
Jackson Professor, Harvard Medical School, 
Courses for Graduates, and Chief of Medical Ser- 
vices at the Massachusetts General Hospital, Bos- 
ton. Doctor Means’ titles are Jackson Professor of 
Clinical Medicine, Harvard University, and Chief 
of Medical Services at the Massachusetts General 
Hospital in Boston. 
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January to June, 1943, Inclusive 


A 


Accountant’s responsibility, Reed, Clayton E 


Accounting— 
Budgetary control for hospitals, Taylor 
Canada, Progress of uniform hospital in, Ward, 
Percy 
Charity work 
Charity work—correction 
Collection procedures, Burr 
Donated services 
Hospital credit and collections, Gray 
Hospital, Rorem 
Inclusive rate plan, Comprehensive hospital 
Service tinder, Meier... .....5..c.-. cso -ctereeneteceee May- 98 
Promotes better administration, Pierce Mar.- 47 
Some comments on credit, Sims Feb.-106 


Adair, Fred L., M.D., Maternity guidance clinic....Jan.- 25 


Adjustments in basic curriculum in nursing edu- 
cation, Hawkinson, Nellie X 


Administration— 

Art and science of hospital, Wilson 

Fellowships in hospital—Ed 

Machine accounting promotes better, Pierce, 

Sylvester Ellis 

War challenge to hospital, Stollerman 
Administrator—Code of hospital ethics, Wilson....Apr.- 54 
Administrator, Selection of, MacEachern, Mal- 

colm T., M.D 
Administrator should expect from his purchasing 

agent, What, Rourke, Anthony J. J.. M.D 
Administrators, public hospital—Who is at fault? 

Black 
Admitting patients from Cocoanut Grove disaster 

in Boston, Faxon; Churchill 
Admitting patients—Pay clinic, Whitecotton 
Admitting personnel, Responsibility—Some com- 

ments on credit, Sims 
Air borne infection—Twin attack on operating 

room hazards, Morrill June- 27 


Air raids, How British hospitals anticipate, 
Moore-White 


“Alert,” Carter, Livia Marie (poem) 
Allen, Wilmar, M.D., Medical service audit 


Alt, Howard L., M.D., Difficulties in case finding 
program among hospital personnel 


Amberg, Ray M., What pharmacy does for pa- 
tient 


May- 48 





American born Japanese graduates of college of 
pharmacy are available 


American Hospital Association— 
Board of trustees, Minutes of meeting Dec. 11, 
12, 1942 is 
Board of trustees, Minutes of meeting, Feb. 
12, 13, 1943. Mar.- 65 
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Board of trustees—New year greetings 
Jan.-Fourth cover 
Bugbee, George Puffer, new executive secre- 
tary Mar.-Insert-13 
Caldwell, Bert W., M.D.—Ed 
Caldwell, Bert W., M.D., executive secretary 
and editor of HOSPITALS retires—Swan 
aS) Se ee er Re Aree RA pate er iy Wane En nL Jan.- 
Committee on insurance and safety—posters— 
Every “break” is break for Hitler 
Committee on insurance and safety, Safety in 
hospitals—Part I 
Committee on purchasing—Price trend of hos- 
pital commodities, McGill, Sponsored by 
Jan.- 55, Feb.- 55, Mar.- 75, Apr.- 
May- 91, June- 
Conventions, annual—war conferences 
Council on administrative practice, committee 
for regional development of purchasing 
Council on government relations—Salary sta- 
bilization—victory tax provisions, prepared 





y 
Council on government relations, 
service bureau progress notes 
Council on hospital planning and plant opera- 
tion, committee on equipment exchange 
Jan.- 54, Feb. -28, Mar.- 77, Apr.- 86 
May- 34, June-100 
Hospital service plan commission—Blue Cross 
Jan.- 86, Feb.- 80, Mar.- 83, Apr.- 79, 
May- 87, June- 75 
HOSPITALS, Forward with—Ed 65 
Institute for hospital administrators, Eleventh 
Chicago 
Mid-year conference, Twelfth 
Officers of 
Prize-winning hospital bulletins 
Public hospital administrators, Why has i 
failed to interest?—-Who is at fault?, Black—Mar.- 24 
Storm, John M., New managing editor of 
HOSPITALS = May-Third cover 
Veterans saluted at Pennsylvania meeting 74 
War conference, 1943—Ed 65 
War conference, 1943—Ed 67 
Wartime service bureau, Clark, James Russell, 
appointed director Feb.- 24 
Wartime service bureau—Important 15 
Wartime service bureau in Washington, Fi- 
nancing . 18 
Wartime service bureau, Reporting from Wash- 


American Hospital Supply Corporation purchases 
new home 


American Medical Association census—Analysis 
of hospital service in 1942 


American Red Cross volunteer nurse’s aides, Ex- 

panded program for, Beard, Mary 
Anesthesia—Morphine, New method of adminis- 

tering : 
Architect’s plans—Laboratory, Endowed hospital, 

Savage Feb.- 78 


Architect’s plans—Standard plans for nurseries 
for newborn, Dunham; Shaffer; MacDonald 


—— and engineering, Influence of, Golub, 





Army, Pharmacy corps in Feb.- 44 


Art and science of hospital administration, Wil- 
ONL RAICUE Ses is ee ee, Mar.-103 


Arthur, Mrs. Nora B.—obituary June-114 


Ascher, Samuel G., Major, medical administra- 
tive corps ; 63 


Associations, State— 
Advisory group on public education, Appointed 
by presidents of A 82 
Meetings, Coming 
Meetings in wartime, Hospital—Ed M 69 
Minnesota Hospital Association .- 90 
New England Hospital Assembly 1943 meeting Feb.- 
Ohio Hospital Association officers J 81 
Pennsylvania, Hospital Association of 
Pennsylvania, Hospital Association of, Officers 
1943-1944 
Pennsylvania, Hospital Association—Presiden- 
tial address, Prentzel, Harold T 








of . 
Texas Hospital Association convention 
Tri-State Hospital Assembly 
Feb.- 36, Mar.- 77, May- 54, June- 
Wisconsin Hospital Association, Mid-Winter 
conference of 


Auslander, Charles O., Purchasing hospital sup- 
plies in wartime and post-war planning 


Austin, L. C., commissioned in army 

Auxiliaries, Increasing and using nursing, Petry....Feb.- 
Auxiliaries—See also volunteers 
Auxiliaries—Volunteer workers, Walsh 


Auxiliary units, Hospital and medical schools in- 
vited to form—Civilian physicians in OCD- 





Auxiliary worker—Recent changes in hospital 
nursing practice, Geraldine, Sister M 


Aviation medicine, Grant, David N.W., Brigadier 
General, AUS 


Babcock, Warren L., M.D.,—Ed.—obituary .- 63 


BCG vaccination among medical and nursing 
students, Use of, Rosenthal, Sol Roy, M.D 


Bacon, Asa S., Fundamental principles in hospital 
organization and management Apr.- 96 


Apr.- 75 


Beard, Mary, Expanded program for American 
Red Cross volunteer nurse’s aides Mar.- 73 


Berenice, Sister M., Educating nurses in special- 
i 31 


Bernecker, Edward M., M.D., Out-patient depart- 
ment and war 22 
Bibliotherapy—Hospital library, Florina, Sister....June- 44 


Black, Benjamin W., M.D.— 
Medical record in wartime 51 
OV RIED Wr A sei eo eh ek eae Mar.- 24 


— it on Hitler and entenes Walker, Eugene, 
M.D. 





Mar.-124 





a and plasma banks, Levinson, Sidney O., 





Blue Cross Plans— 
Hospital personnel in, Norby. 
Joint program of public aati for Sapiens 
and, Cahalane Apr.- 83 
Jan.- 86, Feb.- 80, Mar. 83, 
Apr.- 79, May- 87, June- 75 
Public relations program, Oseroff.....Feb.- 85, Mar.- 51, 
Apr.- 48, June- 82 
Social planning and hospital service—Ed 
wee ¥ of democracy, Rorem, C. Rufus, Ph.D., 
Res ees ae ee a Sr a ee oe "Apr. - 43 
Winter conference of 
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Blueprinting your hospital for war, Hockett, A. J., 
M.D. 


Feb.- 48 
Bolton bill—Ed. : June- 66 


Bolton, Frances P., Bringing federal aid to nurse 
recruitment June- 22 











Boston, Cocoanut Grove disaster in, 
Church ill 


Bradley, Frank R., M.D., Hospital’s responsibility 
in postgraduate education of visiting staff Jan.- 


Bradley, Richards M.—Ed .Mar.- 


Brazil—Status of hospital in Rio de Janeiro, 
Koenig 


Bricker, John W., Gov., to hospitals of Ohio 
(letter) 


British hospitals anticipate air raids, How, Moore- 
White, Margaret, M.D 51 


Budgetary control for hospitals, Taylor, Keith D. Feb.-101 


Bugbee, George Puffer, new executive secretary 
A.H.A. Mar.-Insert-13 


Feb.- 50, 83 




















Burnett, Curtis Ro obituaty 
Burr, Harold B., Collection procedures 
Butter prices, Hospitals and 








Cc 


Cahalane, R. F.— 
Joint program of public education for hospitals 
and Blue Cross plans 
Plans for national hospital day 


Caldwell Bert W., M.D.—Ed 


Caldwell, Bert W., M.D., honored at Tri-State 
Assembly June-Third cover 


California nurses present program on pay and 
hours 


Canada, Health insurance imminent—Ed 
Canada, Progress of uniform hospital accounting 


Apr.- 83 





May- 67 


May-114 


Canada—Should hospital employees come under 
compensation?, Heise, A. W June- 52 


Carney, Ernest R.—obituary Mar.-102 
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Sister M., R.N 

Program, National war, Haupt 

Rationing affords two-way shoe wardrobe 

Recruitment, Bringing federal aid to, Bolton....June- 

Shortage—Bolton bill—Ed. ..........020..0.22000..22------- June- 

Stamp—oOur greatest need, Staten Island Tran- 
script 

Students, Use of BCG vaccination among med- 
ical and, Rosenthal ? 

Victory—Ed. 

Victory student corps 





Nylon sutures 
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Obituaries— 
Arthur, Mrs. Nora B 
Babcock, Warren L., M.D.—Ed 
Bradley, Richards M.—Ed 
Burnett, Curtis R 
Carney, Ernest R 
Charlesworth, I. E., M.D 
Cummings, Clarence James—Ed 


Fitch, Nettie, R.N 

Franklin, Rufus C., M.D 

Gill, Charles 

Groseclose, J. H., D.D., gave much to humanity, 
Jolly 

Hazzard, A. R. 

Lohman, Rev. Albert G 

Lucretia, Sister M 

Myers, John F., M.D 


Obstetric division—Standard plans for nurseries 
for newborn, Dunham; Shaffer; MacDonald 


Ohio—Legislature, Some means of dealing with 


Oil fired power plants, Conversion of, Morrill Mar.- 87 


Operating room hazards, Twin attack on, Morrill, 
Warren P., M.D June- 27 


Operating room, Hospital 
Ophthalmology, American board of, examina- 


Organization and management, Fundamental 
principles in hospital, Bacon............................... A 


Orthopedic table: iron pipe, scrap metal, boards, 
Cromie, Robert June- 32 


Oseroff, Abraham— 
Displays in public relations program 
Motion pictures in public relations program 
Prestige endorsements 
Use of radio in public relations 


Oseroff, Abraham, Montefiore Hospital, resigns....June-108 


Out-patient department and war, Bernecker, Ed- 
ward M., M.D - 22 


Out-patient department duties, Restatement of, 
Lawrence, John V., M.D Re Maes 


Out-patient department in small hospital, Morri- 
son, John T., M.D 


Out-patient department— Maternity guidance 
clinic, Adair 


Palmer, Archie M., Hospitals and food rationing 


Palmer, Dewey H., Some effects of war tech- 
nology on hospitals 


Pastore, John B., M.D., Follow-up clinic 


Paul, Lester, M.D.; Coon, Harold, M.D.; Jorris, 
E. H., M.D., Miniature films in tuberculosis 
case-finding 


Pay clinic, Whitecotton, George O., M.D 
Payday problem, Hospitals’—Ed 


Payment by local authorities for care of indigent 
patients in general hospitals, Pickens, Marshall 
| PRES REE SRL Recents kN OT Py Res mee Pe AO | Jan.- ! 


People must eat, Gilster, August E 


Personnel Problems— 

Blue Cross plans, Hospital personnel in, Norby, 
TT gS Pi nanan ti ae eA ae MM OI et etek a Mey ae TI June- 

California nurses present program on pay and 
hours 

Collective bargaining, Whether charitable hos- 
pital must recognize—Decision of supreme 
court (Wis.) 





Difficulties in case finding program among hos- 

pital, Alt May- 
Domestic, Daniels 2 Apr.- 
Drifters, Crane May- 
Employees’ union as bargaining agent, Dorin....Mar.- 
Key to stabilization—Ed June- 
Morale on hospital front, Irwin Jan.- 
Partnership with labor—Ed... Apr.- 
Practices necessitated by national emergency, 

Changing hospital, Harmon, E. L., 

Shortages, One hospital’s experience with, 

Haynes, John H June- 
Should hospital employees come under com- 

pensation?, Heise 
Small hospital in present crisis, MacEachern....Jan.- 
Standards in wartime—Ed May- 
Statistics on missing 
Status of hospital employees under war man- 

power commission me .- 58 
“Training within industry” 

Prangley J 31 
Volunteer services in hospitals, Eichenlaub .- 34 
War service emblem for employees of hos- 

pitals -Mar.-Fourth cover, 

Apr.-Fourth cover, May 20, June-Fourth cover 
War situation, Hospital personnel in, Switzer, 

8 Ae EGET aR ele, SR ALL ay CEs ottawa re aCe Sea May- 13 
Wartime adjustment in hospital kitchen, Mc- 

Kelvey 


Petry, Lucile, R.N., Increasing and using nursing 
auxiliaries 


Pharmacy, American born Japanese graduates 
are available, College of... x 


Pharmacy corps in army 
Pharmacy does for patient, What, Amberg, me 
M. 



































May- 93 
Feb.- 44 





Pharmacy, Effect of war production board orders 
on hospital, Fischelis; Mordell 


Pharmacy in wartime, Kelley, E. F 
Philanthropist, A practical—Ed 
Photographed records, Walker, Stella Ford 


Physicians commissioned in 1943, There will be 
9900 additional 

Pickens, Marshall L., Payment by local authori- 
ties for care of indigent patients in general 
hospitals .... 

Pierce, Sylvester Ellis, administrator of Charlotte 
Memorial Hospital Mar.-120 

Pierce, Sylvester Ellis, Machine accounting pro- 
motes better administration 

Pink, Louis H., elected president of Associated 
Hospital Service of New York Jan.-101 

Pink, Louis H., Health service and social security..Apr.- 13 


Jan.- 51 





Planning hospital to human specifications, Golub, 
pa: 1 RA ates See i aera en oleic cik al Mra ate ee Feb.- 13 


Plasma banks, Blood and, Levinson .- 90 
Plasma for civilian defense .- 82 


Plasma, use in Cocoanut Grove disaster in Bos- 
ton, Faxon; Churchill - 14 


Posters—Every break is a break for Hitler, Com- 
mittee on insurance and safety 76 


Post-war construction of hospitals, Rosenfield, 
Isadore M 28 


Post-war, planning Bid, <....5.2ss2.0.26ciccnckc-ssanecnesscetenwece May- 66 
Post-war—Planning for future—Ed .- 68 
Post-war planning, Hospital, Remy .- 39 


Post-war planning in England—‘Shape of things 
to come” in hospitals, Whyte Mar.- 18 


Post-war planning, Purchasing hospital supplies 
in, Auslander Apr.- 69 


Power plants, Conversion of oil fired, Morrill Mar.- 87 


Prangley, Roy R., “Training within industry” for 
hospital J 31 


Prentzel, Harold T., Presidential address—Hos- 
pital Association of Pennsylvania 
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Preperniens. medical plan, Practical, Wertz, Carl- 
ton E., 


hcnlisotatians Hospital of Chicago army unit ac- 
tivated at Camp Robinson, Arkansas May- 55 
Prestige endorsements, Oseroff, Abraham Mar.- 51 


Price trend of hospital commodities, McGill Com- 
modity Service, Inc Jan.- 55, 
Feb.- 55, Mar.- 75, Apr.- 56, May- 91, June- 72 


Principles in hospital organization and manage- 
ment, Fundamental, Bacon, Asa S Apr.- 96 


Priorities and rationing, Story of, Jones, Everett 
Ww. June- 36 


June- 53 

















Prize-winning hospital bulletins Mar.- 79 


Procurement of ae and medical supplies, 
Shook, C. F., Mar.- 32 


Professional Example of wasted, ceeded 
Marie L. June- 42 


Psychiatry and religion, Gordon, J. Berkeley, 
M.D. 








Feb.- 21 





Public and voluntary hospitals cooperate in train- 
ing of intern and resident in specialties, Norby, 
Joseph G. .Jan.-100 


Public education, Advisory group on 


Public education for hospitals and Blue Cross 
plans, Joint program of, Cahalane, R. F Apr.- 82 


Public education, Need for strong state program 

in, King Mar.- 28 
Public health economics, Institute in, University 

of Michigan 
Public health service—Future of voluntary hos- 

pital, Hamilton June- 13 


Public health service—grants-in-aid—Federal aid 
for nursing education and student war nursing 
reserve, McIver M 24 
Publicizing National Hospital Day -- 62 
Public relations—Prestige endorsements, Oseroff..Mar.- 51 


Public relations sitesi Displays in, Oseroff, 
Abraham 


Public relations program, Motion pictures in, 
Oseroff -Feb.- 85 


Public relations, Use or radio in, Oseroff - 48 


Purchase of hospital care under maternal and 
child health and crippled children’s programs....May- 17 


Purchasing agent, What administrator should ex- 
pect from his, Rourke ...Jan.-104 


Purchasing and storeroom control, King, Florence 
Part I Apr.-103 
Part II June- 59 


Purchasing, Committee for regional development 
of, Auslander, Charles O 


Purchasing hospital supplies in wartime and 
post-war planning, Auslander, Charles O 


Purchasing—Price trend of hospital commodities, 
McGill Jan.- 55, Feb.- 55, 
Mar.- 75, Apr.- 56, May- 91, June- 72 


Purchasing—Procurement of hospital and med- 
ical supplies, Shook Mar.- 32 








Apr.- 45 











June- 82 


























Radio in public relations, Use of, Oseroff, Abra- 





Rate plan, Comprehensive hospital service under 
inclusive, Keller 


Rationing— 
Affords nurses two-way shoe wardrobe 
Food allowances for hospitals 
Food program and hospitals—Ed 
Hospital stores department and, Cook 
Plan for foods and other items, Office of War 
Information Gen. R.O. 5 Mar.- 80 
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Reciprocal relations between hospital and med- 
ical personnel, Haynes, T. H 


Record librarian’s contribution to social statistics, 
Servatia, Sister Mary, R.N., R.R.L.................-...-- M 


Records—Medical charting and recording, Kirk- 


ar.- 


Records, Photographed, Walker 


Red Cross—Medical social service in wartime 
with army and navy, Waters 


Red Cross volunteer nurse’s aides, Expanded pro- 
gram for American, Beard 


Reed, Clayton E., Accountant’s responsibility 


R. N.—serving all mankind—New nursing movie 
hailed as “What we need,” Jackson 


Relation of dispensary to hospital, Smelzer, Don- 
ald C., M.D 


Religion, Psychiatry and, Gordon 
Remy, Charles Edward, M.D., Hospital post-war 


Residents—Medical manpower and civilian hos- 
pitals, MacEachern 

Rhoades, Cornelius P., M.D., Our voluntary hos- 
pitals 

Rhode Island, Compulsory health insurance in 

Rio de Janeiro, Status of hospital in, Koenig 


Robson, Emilie G., Civilian nursing service in 
wartime 

Roosevelt Hospital, New York City—Laundry 
modernization, Clemmons 

Rorem, C. Rufus, Ph.D., C.P.A.— 
Blue Cross plan—symbol of democracy 
Hospital accounting 

Rosenfield, Isadore, Post-war construction of hos- 
pitals : 

Rosenthal, Sol Roy, M.D., Use of BCG vaccina- 
tion among medical and nursing students 

Rourke, Anthony J. J., M.D., What administrator 
should expect from his purchasing agent 


Rowe, Harold B., (OPA), Hospitals in meat re- 
.striction order 





Rubinow, Leonora B., Medical social service 
Rural areas, Diagnostic facilities in, Kinde 


S 


Safety in hospitals—Part I, Committee on insur- 
ance and safety. 


Safety—Planning hospital to human specifica- 
tions, Golub 


Salaries—California nurses present programs on 
pay and hours 


Salaries, Hospital—First group exemption granted 
by WLB 


Salary adjustment—Efficient operation of hospital 
EE PINVPIO ROCA VG TAR. Son cdenisiccccessnsececedssccagencosestcecsabesuagy Jan.- 





Salary increases, Hospital—Ed 


Salary scales—Hospital personnel in war situa- 
tion, Switzer 


Salary stabilization—victory tax provisions—ex- 
ecutive order 9250 and revenue act of 1942 


Sale, Llewellyn, M.D., What clinical staff may ex- 
pect of medical social service department 


Salvage demonstration 


Sanatorium in review, Characteristics of, Frankel, 
Emil Feb.- 


Savage, P. Godfrey, Endowed hospital laboratory..Feb.- 
Scher, Eleanor, Clinic management 


Servatia, Sister Mary, R.N., R.R.L., Record li- 
brarian’s contribution to social statistics 
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66 
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97 


28 


75 
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95 
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Shaffer, Marshall; Dunham, Ethel C., M.D.; Mac- 
Donald, Neil F., Standard plans for nurseries 
for newborn 


Shook, C. F., Col., Procurement of hospital and 
medical supplies M 


Silverware, Scarcity of 
Sims, Stanley L., Some comments on credit 


Small hospital in present crisis, MacEachern, 
Malcolm T., M.D 


Small hospital, Out-patient department in, Morri- 


Small hospitals be denied interns, Shall? Mar- 
tin, Rev. John G 


Small hospitals—Diagnostic facilities 
areas, Kinde 


Smelzer, Donald C., M.D., Relation of dispensary 
to hospital M 


Smith, Nathan, M.D., Model wartime one-time in- 
ternship J 92 


Apr.- 68 
Apr.- 66 


in rural 


Smithsonian Institution hospital exhibit—Ed 
Social planning and hospital service—Ed 
Social security expansion urged 

Social security, Health service and, Pink 
Social security, Plan for wider—Ed 


Social security proposals for hospital care—Ac- 
counting for charity work 


Social service need—Cocoanut Grove disaster in 
Boston, Faxon; Churchill 


Social statistics, Record librarian’s contribution 
to, Servatia, Sister 


Spector, H. I., M.D., Effect of war on tuberculosis 
in Europe 


Standard plans for nurseries for newborn, Dun- 
ham, Ethel C., M.D.; Shaffer, Marshall; Mac- 
Donald, Neil F 


Standards of service—Small hospital in present 
crisis, MacEachern 


Statistics— 
Analysis of hospital service in 1942 
Incidence of illness and hospitalization 
Maternity facilities 
Missing personnel . 
Record librarian’s contribution to social, Ser- 
vatia, Sister Mar.- 22 


Status of hospital in Rio de Janeiro, Koenig, Au- 

Glew. wn... ee Feb.- 66 
Steele, Merrill F., M.D., Some means of dealing 

with legislature June- 39 
Sterilizer deliveries, Important notice on hospital, 

Jones, Everett W June-112 
Stollerman, Maurice, War challenge to hospital 

administration 


Storeroom control, Purchasing and—Part II, King 
June- 82 





Storm, John M., New managing editor of HOSPI- 
TALS May-Third cover 
Sulfa-surgery Jan.-103 


Supplies, Procurement of hospital and medical, 
Shook 


Supplies—Some effects of war technology on hos- 
pitals, Palmer 


Surgical and laboratory equipment—Furnishing 
tuberculosis unit, Laird 


Sutures, Nylon 





Switzer, Mary E., Hospital — in war sit. 
uation 


Tax, Victory 
Taylor, Keith D., Budgetary control for hospitals 
F 


Taylor, Ralph C., Solving food shortage problem 
in large hospital Feb.- 89 


Technology on hospitals, Some effects of war, 
Palmer .... ¢ 

Trained help from relocation centers 

“Training within industry” for hospital, Prang- 
ley, Roy R 

Trayner, Jacob H., resigns 

Tuberculosis— 
Characteristics of sanatorium patients in re- 


view, Frankel 
Departmental setup for care of, Kane, Allen, 
M.D. 











Difficulties in case finding program among hos- 
pital personnel, Alt.. May- 
Effect of war in Europe on, Spector, H. I., M.D...Feb.- 
Furnishing unit, Laird, A. TT. M.D F 
Miniature films in case finding, Coon; Paul; 
Jorris 
Use of BCG vaccination among medical and 
nursing students, Rosenthal 


U 


Union as bargaining agent, Employees’, Dorin......Mar.- 





Union problems—Collective bargaining, Whether 
charitable hospital must recognize—Decision of 
supreme court CWis.) oe so Mar.- 


U. S. Children’s Bureau—Purchase of hospital 
care under maternal and child health and crip- 
pled children’s programs 


United States Public Health Service report—Inci- 
dence of illness and hospitalization 


Utility companies, Charges (electricity, gas) 


V 


Victory classes at St. Vincent’s Hospital, Los An- 


Victory student nurse corps 

Victory student nurse corps plan—National war 
nursing program, Haupt 

Victory tax .- 90 

Victory tax provisions—salary stabilization - 77 


Voluntary hospital, Future of, Hamilton, James 
A. 13 


oer hospitals, Our, Rhoades, Cornelius P., 
As Rs BRE Eta Neb te nt wee ae Op Ne Ey Jan. -102 


Volunteers help, Mehring, H. S June-102 


Volunteer personnel services in hospitals, Eichen- 
laub, H 


Volunteers in hospitals—Review “From Pillow to 
Post,” Dorothy Ashby Pownall 


Volunteer workers, Walsh, Mrs. Edward J 


Walker, Eugene, M.D., Blame it on Hitler and 
Hirohito Mar.-124 
Walker, Stella Ford, Photographed records May-112 


Wall Street Journal survey of hospitals—Tighten- 
ing hospital services—Ed 


Walsh, Mrs. Edward J., Volunteer workers 
War, Blueprinting your hospital for, Hockett 


War casualties—“Shape of things to come” in 
hospitals, Whyte Mar.- 18 
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War challenge to hospital administration, Stoller- 
man, Maurice 

War, Civilian hospitals and, Maverick 

Ward, Percy, Progress of uniform hospital ac- 
counting in Canada 

War effect on tuberculosis in Europe, Spector 

War, Out-patient and, Bernecker 

War production board orders on hospital phar- 
macy, Effect of, Fiscelis, Robert P.; Mordell, 
J. Solon 

War relocation authority, Office of—Trained help 
from relocation centers ...June- 17 











War risk insurance via inventory, Dorin, David 
M. 


Jan.- 80 





War service emblem for employees of hospitals 
Mar.-Fourth cover, Apr.—Fourth cover, May- 20, June- 
Fourth cover 
War situation, Hospital personnel in, Switzer 13 
War technology on hospitals, Some effects of, 
Palmer, Dewey H M 43 
Wartime adjustment in hospital kitchen, McKel- 
vey, Mary E 34 
Wartime ee in hospital kitchens, Willis, 
Paul S. ra 27 
Wartime ae jaleoer planning, Purchasing hos- 
pital supplies in, Auslander .- 69 
Wartime, Civilian nursing service in, Robson .- 36 
Wartime, Hospital medical staff in, Wilinsky .- 30 
Wartime one-year internship, Model, Smith, Na- 
than, M.D. 92 
Wartime, Pharmacy in, Kelley .- 55 
Wartime problems, Approaching with proper per- 
spective and psychology, Franklin 
Wartime, Problems in—Ed 
Wartime service bureau in Washington, Financ- 
ing, A.H.A. .. 
Wartime service bureau, Progress notes from, 
A.H.A. 
Wartime : service bureau, Reporting from Wash- 
Sr Tek TRY SS ith Rt cake June- 
Wartime, Training of interns, residents and grad- 
uate students in, Means 
Wartime—Volunteer workers, Walsh 
Wartime with army and navy, Medical social 
service in, Waters 
Waters, Lena R., Medical social service in war- 
time with army and navy 
Wertz, Carlton E., M.D., Practical prepayment 
medical plan 
Whitecotton, George O., M.D., Pay clinic 
Who is at fault?, Black, Benjamin W., M.D 
Whyte, A. P., Luscombe, “Shape of things to 
come” in hospitals 
Wilinsky, Charles F., M.D., Boston City. Club hon- 


























Wilinsky, Charles F., M.D., Hospital medical staff 
in wartime 

Willis, Paul S., Wartime adjustments in hospital 
kitchen 

Wilson, Lucius R., MD.— 
Art and science and hospital administration....Mar.- 
Code of hospital ethics 

WAAC hospital unit goes into active service, 
First s “June- 

Workmen’s compensation, Should hospital em- 
ployees come under?, Heise 


X 


X-ray and clinical laboratory ‘service in small 
hospital—Diagnostic facilities in rural areas, , 
i Jan.- 62 


X-ray films be kept, How long should?.................... Feb.-114 


Z 


Zeigler, Frances Helen, New nursing needs create 
new opportunities 














May- 72 
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From AMERICA’S 
HOSPITAL and 
INSTITUTION 
LAUNDRIES 


EWARE, Berlin and Tokyo! You're in for a terrific blasting. Bundles 

of destruction from America's hospital and institution laundries 
are on their way . . . Bombs, planes, tanks, ships, guns and scream- 
ing shells. With the personal compliments of patriotic laundry 
managers who are getting in the scrap in the industry's big ““VOL- 
UNTEER SALVAGE FOR VICTORY CAMPAIGN”. 


Throughout America, users of laundry equipment are searching every 
nook and corner of their plants for worn and broken parts, unused, 
obsolete machines, old tools, etc., to be made into fighting equipment 
for our boys at the front. Many of these home-front scrappers have 
sons and brothers fighting in the service of their Country. And every 
pound of scrap they collect carries their personal vengeance, 


We warn you, Schickelgruber, Tojo and Benito, the scrap is pouring 
in—fo wipe you off the face of the earth and speed the day of victory. 


GET IN THE SCRAP AND WIPE THE AXIS OFF THE MAP. 


Collect every available pound of scrap material lying idle 

around your plant and sell it to an authorized scrap dealer GRT 18 THE SCRAP.” WIPE THE AXIS OFF THE MAP 

at least once a month. Have the scrap dealer sign a ‘Scrap 

Credit Certificate’ and mail the certificate immediately to Yyorunrete sat Wace Victory 

The Laundry and Dry Cleaners Machinery Manufacturer's 

Assn., 95 Liberty St., New York City. Not only will you be CAMPAIGN . 

making a vital contribution to the war effort, but you will 
CINCINNATI PLANT be helping relieve the shortage of critical materials needed 

to manufacture repair parts for laundry. equipment. 





MANUFACTURERS ASSOCIATION 





Ohe 
AMERICAN LAUNDRY MACHINERY COMPANY 


CINCINNATI, OHIO 


3 IMPORTANT RULES 
FOR PROPER CARE OF YOUR LAUNDRY EQUIPMENT 


Ol AND GREASE CLEAN AND WIPE OFF INSPECT AND ADJUST 
YOUR MACHINES ALL DUST AND LINT EVERY MACHINE 
— REGULARLY — REGULARLY : —REGULARLY 
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IN INDUSTRY accidents are best treated by not allowing them to 
happen. The same practice is followed in surgery where an ounce 
of prevention often will obviate the necessity of a costly cure. Per- 
haps it’s an extra day of preoperative care or a blood transfusion 
wisely administered. Sometimes it’s only a hurried preparation of 


the operative field. In any event, one important step is avoidance 


of infection, a matter in which ‘Merthiolate’ (Sodium Ethyl Mercuri 


Thiosalicylate, Lilly) is a very generous “ounce of prevention.” 


Eur LILtLty aNnpD CoMPANY, INDIANAPOLIS, INDIANA, U.S.A. 


HOSPITALS 





HD 


wu AEDEKER 
is no help here. 


It’s a winding path full 
of brambles. 


And it wanders right through 
the heart of the woods. 

But we've got to take it and 
follow it with courage 

— because it’s the only way 
to Victory. 


% When the business 

of finding adequate supplies 
becomes a heavy burden 
that makes the going tough, 
don’t think you have to 
carry all of it alone. 

Ask Will Ross. 


Its our job to know the 

way around. And we’ve become 
Burden Bearers Extraordinary 
to many a harried hospital 
buyer in these confusing times. 
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Quality Hospital Supplies 





18 Specialized Departments 


Surgical Dressings Garments 
Instruments Traywares 
Sutures . Paper Goods 
Needles + Syringes Lamps 
Thermometers Tuberculosis Sanatorium Supplies 


Rubber Goods Maternity § li 
Hospital and Laboratory ny ee 
Furniture 


Glassware , 
Surgical Glassware Equipment for Surgery and 
Enamelware Operating Room 
Linens Smallwares and Specialties 














CLINITEST 


(Urine-Sugar Analysis Tablets) 


PROVIDES A SIMPLE ANSWER 
TO AN OLD PROBLEM 





SONU TUTE 


SUUULLCC LLL 


TOC 


JOC ee 

















N O external heat, no complex 
apparatus, no liquids or powders 


to spill, no measuring, no unnec- 


essary steps in technic. 


Write for full de- 
scriptive literature 
on Clinitest Urine- 
Sugar Analysis Set 
and economical 


Laboratory Unit. 


EFFERVESCENT PRODUCTS, INC. 
ELKHART, INDIANA 
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American Hospital Supply Corporation 
American Laundry Machinery Company 


Blickman, Inc., S. 





Castle Company, Wilmot 
Classified Advertising 
Colgate-Palmolive-Peet Company 
Cutter Laboratories 








Diack, A. W. 





Effervescent Products, Inc. 





General Electric X-Ray Corporation 


Hall & Sons, Frank A. 
Hospital Bureau of Standards and 

Supplies, Inc. 
Hospital Industries Association 
Huntington Laboratories, Inc. 














Johnson & Johnson 





Lilly and Company, Eli 





Master Surgical Instrument Corporation 
Merck & Company, Inc. 
Merrell Company, The William S. 








Parke, Davis & Company___ 
Petrogalar Laboratories, Inc 
Physicians’ Record Company 
Picker X-Ray Corporation 











Ross, Inc., Will 


Scanlan-Morris Company Second Cover 
Sexton & Company, John 107 
Squibb & Sons, E. R. -. 38 








Vestal Chemical Laboratories, Inc... 107 





Williams & Company, C. D. 115 
Wilmot Castle Company...» S97 
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This Lead-Rubber 
PROTECTIVE GLOVE... 


At All inter-phalangeal joints — 
Duro-Flex Lead-Rubber X-Ray Protective Gloves — 
provide more flexibility at all inter-phalangeal | 
joints than any other lead-rubber gauntlets of com- 
parable protection. You can “feel” the difference. 
Duro-Flex Gloves are covered with a soft, espe- — 
cially tanned, durable calfskin dnd lined with fine — 
grain genuine leather. 
Employing an entirely new principle of construc- 

_ ‘tion, Duro-Flex Gloves are so soft and pliable you 
can palpate with precision any region under flu- 

| orescopic observation. They permit a freedom of 

‘finger movement impossible to achieve with any 

- other lead-rubber glove.. : 

_ We invite you to try the new Duro-Flex Protective t seer ROY 

: Gloves. They will be sent to you upon approval. \ : 


PICKER X-RAY 


CORPORATION 
300 FOURTH AVE., NEW YORK 
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Beginning of Test 


DOES NOT 


nN OUTSTANDING Characteristic of this new non- mercurial 
germicide is its complete lack of interference with the heal- 
ing process—a fact that has been established both experi- 
mentally and clinically. 


Ceepryn, a quaternary ammonium salt, is a distinctive advance’ 
in the antiseptic field, combining exceptionally high, non-selective 
bactericidal activity with negligible tissue toxicity. 

Equally important are the penetrating and detergent properties 


of Ceepryn, which permit it to enter into, disinfect and cleanse 
folds of the mucosa and crevices and pores of tissue and skin. 








CREPRYN 


BRAND OF CETYLPYRIDINIUM CHLORIDE 








CLINICAL ADVANTAGES: 
ePotent, non-selective germicidal action in high dilution 
e Effective against wide range of organisms 
e Active in presence of serum 
e Low surface tension—penetrating and detergent 
e Low toxicity—no mercury, iodine or phenols 
eSafe and non-irritating to tissue 
eNo interference with healing 


CEEPRYN is offered in three forms, all reasonably priced: 
eCeepryn Aqueous Solution (Isotonic) 1:1000—pints and gallons 
eCeepryn Tincture 1:200—4 ounce, pints and gallons 
eCeepryn Tincture 1:500—4 ounce, pints and gallons 


Write for literature and special hospital prices. 





After Sixteen Days— 
Complete Healing of Both Areas 


Comparative Healing Studies on Control and Ceepryn-Treated Wounds 
The photographs record the relative healing rate of two wounds produced by remov- 
ing identical skin areas from the abdomen of a guinea pig. In each picture, “‘A”’ is 
the control area which received no treatment, “‘B” is the area treated by daily 
application of Ceepryn Aqueous Solution 1:1000. It is apparent that the daily appli- 
cation of Ceepryn did not in any way retard healing of the wound. 





Trade Mark “Ceepryn” 
Reg. U. S. Pat. Off. 


HOSPITALS 








Master Justruments 
_ By Masier Craftsmen 


This illustration is the SECOND of a series of an- 
nouncements introducing Master Line of forceps 
and surgical scissors reproduced in actual size, 








neLly"s 


S$ -112 Straight 5!/." Box-lock — Stainless 
C-112 Straight 5!/."" Box-lock — Chrome 
S-113 Curved 5!/." Box-lock — Stainless 
C-113 Curved 5!/." Box-lock — Chrome 


MASTER PRODUCTS ARE SOLD 
ONLY UNDER FAIR TRADE AGREEMENT 


ae || LN 


For Distribution to Dealers of Keputation Chroughout the Americas 


MASTER SURGICAL INSTRUMENT CORPORATION 


IRVINGTON, NEW JERSEY 
_ Copyright MS1C 





These sides have the rigidity of single 
piece sides but their construction per- 
mits the drop section to be pulled down 
easily. Height 18”. 











sales 


Aen mcasmnanei map > 


Forked ends allow easy attachment and 
removal, and are leather lined to protect 


bed finish. 


Made of 1” round tubing with length 
adjustable to any size bed from 6 feet 2” 
HOSPITAL BEDS AND BEDDING tO 7 feet, inside measure. In ordering 


provide maximum of comfort for pa- 
Sat ie stk aes BORE Guameter Gt posts and plain color 


pense and reduce replacement cost. desired. 


FRANK A. HALL & SONS, New York, N.Y. 


Offices: 118-122 BAXTER ST. Member of Hospital Industries’ Association Salesroom: 200 sanaeues AVENUE 


"GERMA-MEDICA. ..there’s a real soap” 


WHEREVER Germa-Medica is introduced into 
the scrub-up, busy doctors find time to issue 
warm praise for this finest of surgical soaps. 

The reasons why doctors prefer Germa- 
Medica are plain—Germa-Medica does every- 
thing a surgical soap should do—and it does it 
better. 

First, Germa-Medica, because it contains the 
highest possible concentration of soap solids, 
flushes out dirt and secreted substances and 
leaves the hands surgically clean... supple and 
safe for examination or operation: 

Second, Germa-Medica is friendly to the most 
tender skin. The reason is found in the gener- 
ous amount of olive oil compounded in Germa- 
Medica. Consequently, Germa-Medica will not 
irritate the hands—no matter how frequently 
they are scrubbed. 

Thousands of superintendents join the thou- 
sands of satisfied doctors who say, ‘‘Germa- 
Medica... there’s a real soap.” In fact, you'll 
hear these very words about Germa-Medica in 
more than 75% of the nation’s hospitals. 


THE HUNTINGTON <= LABORATORIES INC 


DENVER HUNTINGTON INDIANA “TORONTO 


GERMA.- MEDICA 


AMERICA'S FAVORITE SURGICAL SOAP 
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cation of the Vebules Au: Anatomicae. of 
Giulio Casserio (Venice, 1627). This 
female figure is one of Casserio’s: 
most heaviitel piwisie 








Ths bck bt arate Raskeatiia ca 25 
tered a new epoch upon the publi- — 


THEELIN 
AQUEOUS 
SUSPENSION 


For patients requiring high potencies, and 
for those who do not tolerate oil injections. 


HEELIN AQUEOUS SUSPENSION provides the 

same ‘pure, natural crystalline estrogen as 
Theelin in Oil, and the same effective clinical 
results may be expected in the treatment of meno- 
pausal syndrome and other conditions due to 
diminishing estrogenic secretion. Theelin Aque- 
ous Suspension is administered intramuscularly. 
Normal saline solution—no suspending agent—is 
used in preparing this product and the ampoule 
need only be shaken gently before the prepara- 
tion is drawn into the syringe. 


The uniform potency of Theelin is certified by 
the Laboratories of both Parke, Davis & Com- 
pany and St. Louis University. Kapseals Theelol 
(Oral) and Theelin Suppositories (Vaginal) are 
available for maintenance therapy and for use in 
milder hypogonadal conditions. 


THEELIN AQUEOUS SUSPENSION 


l-ce. ampoules, each ce. containing 2 mg. (20,000 
1.U.) of Theelin suspended in normal saline solution, 


® 
THEELIN IN OIL 


in strengths up to 1 mg. (10,000 I.U.) 
of Theelin per cc. 





PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 
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THE PONDEROUS PACHYDERM 
AND THE MENACING MOUSE 


THE powerful elephant’s fear of a tiny mouse is, 
in some ways, like that of man’s fear of those 
microscopically minute organisms which bring 
sickness and, sometimes, death. Fear of disease 
still exists, but the dread of the consequences of 
many infections has been lessened. This is par- 
ticularly true of those pathogenic organisms which 
can be held in check by the sulfonamides. 

Such dramatic therapeutic effects have been 
achieved with the sulfonamides that their use 
(both orally and topically) has become a routine 
in military, industrial and civilian ptactice. Clini- 
cal studies involving new methods of application, 


new products and new techniques, are continuing. 
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As results of laboratory and clinical investiga- 
tion prove favorable, new dosage forms will be 
added to the extensive line of sulfonamides al- 
ready available under the Squibb label. When you 
think of Sulfonamides think of Squibb. 


For literature address Professional Service 


Department, 745 Fifth Avenue, New York 





ER: SQUIBB & SONS 


Manufacturing Chemists to the Medical Profession Since 1858 
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,_ al rs Stich Assembly 


BERT W. CALDWELL, M.D. 


© At this fourteenth annual meeting, in May 1943, of the Tri-State Hospital 
Assembly, we, the officers, on behalf of our constituent associations, present 
for permanent record an expression of heartfelt appreciation for the unfailing, 
sympathetic support that has been given through the years by the Executive 
Secretary, now Secretary Emeritus, of the American Hospital Association— 


DR. BERT W. CALDWELL 


¢ Always ready, always willing, always gracious and cheerful in the per- 
formance of any assignment given him, lending by his very presence dignity 
and authority to our Assemblies, and, by his words, wisdom and inspiration, 
Doctor Caldwell has greatly contributed to the success of this annual mobiliza- 
tion of the hospital forces of four great states. We acknowledge with gratitude 
our debt to him, and with affection our lasting esteem. 


© At this turning point in his life when he retires from active leadership of 
the Association, we extend warm wishes for great happiness in his new pur- 
suits—wishes tinctured with the hope that he will not forget us, but will con- 
tinue to give this Assembly and all hospital groups the benefit of his long 
experience and seasoned judgment. With love, admiration, and appreciation, 
we inscribe this testimonial. 











EMPLOYEES OF HOSPITALS 


The War Service Emblem is being worn today by over 118,000 people 
working in hospitals all over the country. It is a mark of distinction for 
those people who are devoted to one of the most important branches of 
present-day Service—the good health of Americans on the home front. 


Dr. Basil C. MacLean, Dr. Nathaniel W. Faxon, and Dr. Fraser D. Mooney, 
as a committee of the American Hospital Association, selected the design. 
Besides being a mark of distinction this emblem may serve as identifi- 
cation in cases of emergency and for volunteer hospital workers. Orders 
have been received for as few as three pins and as many as 1700 on 
one order. 





HOSPITAL WORKER 
AHA a 


THE WAR SERVICE EMBLEM 


The cost of these emblems is five and one-half cents 
each in quantities of one hundred or more and six 
cents each in quantities less than one hundred. It is 
done in the colors of the American Hospital Associ- 
ation—blue, red, and gold on a plastic—and it pins 
on the lapel. Pins may be ordered from: 


AMERICAN HOSPITAL ASSOCIATION 
Headquarter’s Building 
18 East Division Street Chicago 
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Whe y Hospital _Abriiwtialllieas 


President ; James A. Hamilton 
President-Elect Frank J. Walter 
First Vice-President E. Muriel McKee 
Second Vice-President Fred M. Walker 


Third Vice-President Alice G. Henninger 
Treasurer Harley A. Haynes, M.D. 


Board of Trustees 


Rt. Rev. Msgr. Maurice F. Griffin 
Charles F. Wilinsky, M.D. 

J. H. Groseclose, D.D. 

Edgar C. Hayhow 

Peter D. Ward, M.D. 

Stuart K. Hummel 

Jessie J. Turnbull 

George U. Wood 

Lewis E. Jarrett, M.D. 


Councils 


Council on Administrative Practice Council on Public Education 


Sister M. Patricia 

Maurice H. Rees, M.D. 

John Gorrell, M.D. 

Robert S. Hudgens 

Everett W. Jones 

Fraser D. Mooney, M.D., Chairman 


Council on Professional Practice 
G. Harvey Agnew, M.D. 
E. M. Bluestone, M.D. 
Joe R. Clemmons, M.D. 
Miriam Curtis, R.N. 
Nathaniel W. Faxon, M.D. 
Robin C. Buerki, M.D., Chairman 


Council on Hospital Planning and 
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Donald M. Morrill, M.D. 

Ernest R. Carney 

E. L. Harmon, M.D. 

Frank R. Bradley, M.D. 

F. Stanley Howe 

George P. Bugbee, Chairman 


Charles F. Wilinsky, M.D. 
George O’Hanlon, M.D. 
Rev. John J. Bingham 

R. H. Bishop, Jr., M.D. 

W. S. Rankin, M.D. 

R. F. Cahalane, Chairman 


Council on Government Relations 


Rt. Rev. Msgr. Maurice F. Griffin 
Fred G. Carter, M.D. 

Gerhard Hartman 

Arden E. Hardgrove 

John N. Hatfield 

Claude W. Munger, M.D., Chairman 


Council on Association Development 


Malcolm T. MacEachern, M.D. 
Oliver G. Pratt 

Howard E. Bishop 

Asa S. Bacon 

William P. Butler 

Ada Belle McCleery, R.N., Chairman 


Hospital Service Plan Commission 
E. A. van Steenwyk, Chairman 














May the New Year bring the blessings 


of peare, health and happiness to the 
members of the American Hospital 
Assoriation and to the patients in all 


the hospitals everywhere. 


Board of Crustees 
American Gospital Association 























